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Abstract

There is a recognized need to raise evidence on how to adopt human rights-based approaches (HRBAs) 

to health and to assess their impact. In 2013 and 2014, the World Health Organization (WHO) Regional 

Office for Europe used a set of tools to assess and improve the situation of children’s rights in 11 hospitals 

in Kyrgyzstan, 10 hospitals in Tajikistan, and 21 hospitals in Moldova, by applying a HRBA to health, 

taking as a reference the Convention on the Rights of the Child (CRC). The assessment results show a 

similar situation across countries in some areas, and more or less significant variation in others. Common 

gaps include the need to improve adolescent-friendly health services, the rights to privacy and play; and 

infrastructure and equipment. In Kyrgyzstan and Tajikistan, a second round of assessment, was carried 

out, which showed an effective change in several areas, whilst other areas showed persistent gaps. Moldova 

did not carry out a second round of assessment. Involving children and parents in the assessment was 

crucial to obtain more reliable data; the project showed how to use the CRC as a framework to improve 

quality of care for children (QoC); and the tools were proven useful for self-assessment.
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Introduction

The CRC is not merely a legal text; it is a framework 
for states and professionals working for and with 
children to guide them on how to enable children 
to reach their full potential. As such, the CRC 
should be applied in all of children’s life settings, by 
all relevant institutions. Fulfilling children’s rights 
in the health care sector, particularly in hospitals, 
can be a vehicle to improve children’s experience 
of health care, to enhance children’s and parents’ 
involvement in their own care and in the devel-
opment of services and, importantly, to improve 
the QoC provided to children. The importance of 
adopting an HRBA to health was reinforced in the 
recently adopted WHO European Child and Ado-
lescent Health Strategy 2015–2020.1

In line with its adopted strategies, WHO 
provides continuous technical support to member 
states in developing innovative policies and im-
proving QoC. Strengthening child rights in health 
has become a focus of WHO work in the European 
region in recent years. In particular, the WHO has 
applied a set of existing tools for the assessment 
and improvement of child rights in hospital and 
integrated the process in ongoing efforts for im-
proving quality of hospital care for children. The 
adopted set of tools—the Manual and Tools for the 
assessment and improvement of children’s rights in 
hospital (2012)—was prepared by the Task Force on 
Health Promotion for Children and Adolescents in 
and by Hospitals, a working group of the Interna-
tional Network of Health Promoting Hospitals and 
Health Services, in collaboration with hospitals 
and international partners, including WHO.2

The tools are based on seven standards, which 
derive from the CRC, charters and working docu-
ments, and the findings from an earlier pilot. The 
standards translate the rights enshrined in the CRC 
and related dimensions into concrete measures and 
activities that health professionals and managers 
can apply in the delivery of health care for children 
(Table 1). The Manual and Tools consists of a guide 
for assessment and improvement and five assess-
ment tools on children’s rights targeting hospital 
management, health professionals, parents/care-
givers, 12- to 18-year-old children and adolescents, 

and 6- to 11-year-old children. The first four tools 
assess the eight standards through 22 sub-stan-
dards and approximately 72 measurable items 
each (statements or questions) for each group of 
stakeholders. The tool for 6- to 11-year-old children 
consists of a short questionnaire. A template for fo-
cus group discussions with parents/caregivers and 
12- to 18-year-old children and adolescents is also 
provided. The questions are adapted to each group, 
but they aim to address and collect information on 
the same issues in order to gather complementary 
and reliable data.

The tools implement an HRBA to health and 
address the following elements specifically:

Quality of care: the overall aim of the tools is to 
assess children’s right to health and related rights as a 
means to improve QoC delivery (article 24 of the CRC);

Participation: children, parents, health 
professionals, and managers participate in the 
assessment of standards and identification of gaps 
for improvement. Standard 4, on information and 
participation, assesses children’s participation in 
their own care and in the design, development, and 
assessment of services (article 12 of the CRC);

Access: Standard 2, on equality and non-dis-
crimination, assesses the dimensions of access 
(Article 2 of the CRC);

Accountability: the tools enable to verify the 
implementation of the national programs and 
hospital policies in place against actual delivery of 
care for children; and to facilitate a monitoring and 
evaluation system of QoC for children;

Capacity building: the tools facilitate aware-
ness raising of stakeholders, both duty-bearers and 
rights-holders on children’s rights in health.3

In 2012, the WHO Regional Office for Europe 
adopted the Manual and Tools, translated them into 
Russian, and field-tested them in two Kyrgyzstan 
hospitals. The tool was used as an external quality 
assessment in two ways: focus groups with hospital 
managers, health workers, and parents/caregivers; 
and individual interviews. This trial showed that 
the tools cover major aspects of child rights in 
hospitals and was well accepted by hospital manag-
ers, health staff, and parents/caregivers. From the 
hospital administration’s point of view, the tools 
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helped them to look at child/patient rights in a new 
way. Based on the field test results, the translated 
tool was edited, adapted to local terminology, and 
peer reviewed. 

In 2013, WHO facilitated the assessment of 
children’s rights in hospitals in Kyrgyzstan and 
Tajikistan. Funded by the Russian Federation, the 
assessment was done in the framework of a WHO 
project to support the improvement of QoC for 
children. The project sought to reduce childhood 
mortality through strengthening national health 
systems capacity in improving QoC for common 
childhood illnesses in first-level referral hospitals. 
This work was also part of the broader initiative by 
the WHO/Europe to strengthen children’s rights in 
health services. 

The assessment of the respect of children’s 
rights in hospitals in Moldova was carried out upon 

recommendation by WHO/Europe with the aim to 
strengthen evidence and overall recommendations 
to the Ministry of Health (MoH) on improving 
QoC for children in hospitals and, in particular, 
children’s and parents’/caregivers’ rights. The Man-
ual and Tools were reviewed and translated into 
Romanian by national QoC and health experts and 
used for the assessment and improvement of the 
respect of children’s rights in hospitals.

Methods

First assessment
The assessment of children’s rights was conduct-
ed in hospitals in three regions of Kyrgyzstan 
(Thalas, Chiu, and Issyk-Kul); in hospitals in the 
Khatlon region of Tajikistan; and in hospitals 

Standard Description Aim 

1 Quality services for children To assess:
- adoption of evidence-based clinical guidelines; 
- monitoring and evaluation activities; 
- adoption of a Charter on Children’s Rights in Hospital; 
- parents’/caregivers’ right to accompany their child at all times during hospitalization; and 
- provision of adolescent-friendly health services. 

2 Equality and non-
discrimination

To assess:
- rights of accessibility and acceptability; 
- delivery of patient-centered care that recognizes the child’s individuality, diverse 
circumstances, and needs; 
- right to privacy.

3 Play and learning To assess:
- adoption and implementation of play and learning activities; and 
- whether children’s views are taken into account in the planning and improvement of 
playrooms/play spaces. 

4 Information and 
participation

To assess:
- policies and practices on right to information and participation in children’s own care and in 
the development of services. 

5 Safety and environment To assess:
- friendliness, safety, cleanliness, and appropriateness of hospital infrastructures; and
- right to food. 

6 Protection To assess:
- the existence and implementation of a child protection system within the hospital; and
- existing regulations on clinical research and trials. 

7 Pain management and 
palliative care

To assess:
- the appropriateness and effectiveness of pain management and palliative care services.

Table 1. Description and aim of the standards, Manual and Tools for the assessment and improvement of children’s 
rights in hospitals (2012).
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from most districts of Moldova, covering 54% of 
all country hospitals in Moldova. Hospitals in all 
three countries were a mix of national, regional, 
and district hospitals (see Table 2). Hospitals in 
Kyrgyzstan and Tajikistan were identified by the 
the Ministries of Health (MoH) as project health 
facilities covered by the abovementioned WHO 
project on improving QoC.

In Kyrgyzstan and Tajikistan, two national 
experts were assigned to overall data collection. 
They travelled to participating hospitals and con-
ducted briefings with respective hospital staff or 
focal points on the self-assessment process. Prior 
to this visit, each hospital assigned two staff mem-
bers to carry out the self-assessment. The number 
of participants varied according to hospital size 
and number of patients hospitalized at the time 
of the study.4 

In Moldova, the national focal point was 
responsible for distributing questionnaires, ex-
plaining how to work with them, and presenting 
the information; this person also conducted data 
collection. In every hospital, the director was 
responsible for coordinating the process at the 
facility level.5

Participants in the three countries included 
hospital management, doctors and nurses, par-
ents/caregivers, and 6- to 18-year-old children and 
adolescents. Doctors and nurses represented a va-

riety of departments, including pediatrics, surgery, 
resuscitation, somatic, infectious diseases, endocri-
nology, and urology. 

In every hospital, group discussions and in-
dividual interviews took place. All children were 
interviewed individually. Some parents/caregivers 
were interviewed, whilst others participated in 
group discussions. Once the data collection process 
was completed, the data were forwarded to the Child 
and Adolescent Health Program at WHO/Europe 
for analysis and preparation of a final report.

Patient interviews in all three countries were 
confidential and prior consent to participation was 
obtained, in oral form. 

Second assessment

Following the first assessment, the hospital manag-
ers in Kyrgyzstan and Tajikistan initiated several 
changes to address identified gaps in child rights. 
In Tajikistan, the improvement process was also 
supported by the project steering group, composed 
of national experts and MoH representatives, 
whose role was to oversee, support, and monitor 
implementation of the WHO project on improving 
pediatric hospital care. 

In Kyrgyzstan and Tajikistan, the tools for 
assessment and improvement of children’s rights 
in hospital were used to assess improvement results 

Table 2. Hospital characteristics and timeframe.

Country Type of hospital Number of 
hospitals

Related to WHO 
project 

Timeframe of 
assessment of child 
rights 

Timeframe of QoC 
assessment

Kyrgyzstan Central 1 Yes July 2013 July 2012

Regional 2 Yes

District 8 Yes

Moldova Central 1 No October 2013 September-October 
2013 (1 central, 2 
municipal,
2 district hospitals) 

Municipal 2 No

District 18 No

Tajikistan Regional 1 Yes May 2013 August 2012

District 9 Yes
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approximately one year after the first assessment. 
All hospitals that had participated in the first 
round of assessment also participated in the second 
round. All participating hospitals in both countries 
carried out group discussions and individual inter-
views to assess the respect of children’s rights. 

In Moldova, the MoH used the findings 
and recommendations from the first round of 
assessment to develop a national plan of actions 
to improve QoC in pediatric hospitals but did not 
proceed with a second round of assessment of chil-
dren’s rights in hospital.

Results

First assessment
Eleven hospitals in Kyrgyzstan, 10 hospitals in Ta-
jikistan, and 21 hospitals in Moldova participated 
in the assessment on children’s rights in hospitals. 
Tajikistan gathered the smallest number of partic-
ipants per hospital, ranging from 13 in one hospital 
to 38 in another, but had the highest number of 
meetings per hospital (average n=11). Moldo-
va collected information from the widest number 
of stakeholders, ranging from 25 participants in one 
hospital to 45 participants in another, but had the 
smallest number of meetings per hospital (average 
n=4). These results are described in Table 3.

Next, we present findings by standard in the three 
countries. The information gathers the inputs from 
the five groups of stakeholders and provides a specific 
account of results per sub-standard. Unless otherwise 
stated, the data in the tables reports information gath-
ered from the different groups of stakeholders. 

Standard 1: Quality services for children
In the three participating countries, self-evaluation 
teams in all hospitals stated that care was delivered 
based on national and international guidelines. In 
Moldova, the guidelines were developed nationally 
through ad hoc committees made up of universi-
ty staff and health professionals, in partnership 
with the MoH. Subsequently, all hospitals adapted 
the national protocols to their own context. In 
Moldova, the main related gap identified by the 
self-evaluation teams was that some of the national 
guidelines were not in line with the international 
ones and thus should be adjusted, based on evi-
dence-based medicine. No gaps were identified in 
Tajikistan and Kyrgyzstan. 

The question posed to parents/caregivers and 
12- to 18-year old children and adolescents by the 
self-evaluation team was, “Do you think you/your 
child received the best possible care?” All parents/
caregivers and children and adolescents in the 
three countries stated that they were satisfied with 
the care received. 

In terms of training, there were some differenc-
es between the participating countries. In Moldova, 
all medical doctors and nurses working in pediatric 
care had a specialization in pediatrics; in Kyrgyz-
stan, in eight hospitals, doctors and nurses working 
with children were trained in pediatric care; and in 
Tajikistan, in seven hospitals, doctors were trained 
in pediatric care and in one hospital the doctors were 
graduates of pediatrics. Only one of the hospitals in 
Tajikistan had nurses trained in pediatrics. 

Self-evaluation teams in all hospitals in par-
ticipating countries stated that there were regular 

Kyrgyzstan Tajikistan Moldova

Number of hospitals 11 10 21

Average number of participants per hospital 28 21 35

Range of number of participants 24-34 13-38 25-45

Average number of meetings per hospital 7 11 4

Range of number of meetings 5-9 9-13 3-8

Table 3. Participation in first assessment.
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monitoring and evaluation activities, including 
audits and patient satisfaction surveys. In Moldova, 
relevant statistical data that require continuous 
improvement was available at the MoH’s website. 

The self-evaluation teams identified several 
main actions for improvement of monitoring and 
evaluation activities: to establish an effective system 
for collecting and presenting patient satisfaction 
surveys (all countries), to promote audits to ensure 
that health care services are in line with the organi-
zational policy (Kyrgyzstan and Moldova), and to 
revise the statistical forms and the corresponding 
set of indicators (Moldova). 

At the time of the assessment, Kyrgyzstan was 
the only country that had adopted, disseminated, 
and implemented a Charter on Children’s Rights 
in Hospital. Self-assessment teams in 10 of the 11 
participating hospitals stated that a Charter on 
Children’s Rights in Hospital had been adopted ei-
ther in 2008 (n=1), in 2009 (n=4), or 2010 (n=5), and 
that it was displayed in between 30% and 86% of 
hospital wards. This variation was dependent on the 
work carried out by each hospital. However, upon 
further analysis, there is evidence showing that in 
five participating hospitals, a Charter on Children’s 
Rights had effectively not been adopted and was not 
displayed in all wards; in one hospital it was only 
partially adopted and partially displayed. 

Inputs from stakeholders in the three countries 
demonstrate that there was attention to parents’/
caregivers’ right to stay with children during their 
hospitalization, although with some limitations. In 
Kyrgyzstan, the self-evaluation teams reported that 
10 hospitals allowed parents/caregivers to stay with 
children during their hospitalization, including 
overnight stays; and in three hospitals, parents/
caregivers were also allowed to stay with their child 
during procedures, except anesthesia induction. 
However, in practice, one hospital only allowed 
parents/caregivers to stay overnight with children 
younger than 7, one hospital charged parents/care-
givers a fee to stay overnight, and in at least five 
hospitals, children and parents/caregivers reported 
that the parent was not allowed to stay overnight, 
although they wanted to. 

In Tajikistan, the limitations were insufficient 
room and the child’s age. Self-assessment teams in 
nine hospitals stated that parents/caregivers were 
allowed to stay with children during procedures, 
including anesthesia induction in some hospitals. 
The feedback from children and parents/caregivers 
regarding this right was mostly very positive. Six- 
to 11-year-old and 12- to 18-year-old children and 
adolescents in nine hospitals reported that their 
parents had stayed with them and that they felt 
comfortable when their mother accompanied them 
at all times.

In Moldova, inputs from the self-evaluation 
teams showed that parents/caregivers were allowed, 
in principle, to stay with the child during procedures, 
including anesthesia induction in all hospitals. 
However, no feedback from children, adolescents, 
or parents was reported, which makes it difficult to 
assess whether this right was respected effectively. 

In the three participating countries, Adoles-
cent-Friendly Health Services (AFHS) were partially 
implemented: there was a specific AFHS in seven 
hospitals in Kyrgyzstan, four hospitals in Tajikistan, 
and 12 hospitals in Moldova. In Tajikistan, two 
hospitals also had a center for adolescents seeking 
confidential counseling. There was no additional in-
formation provided in the three countries as to what 
services were included or their effectiveness. 

Standard 2: Equality and non-discrimination
Self-assessment teams in most hospitals in partici-
pating countries stated that there were policies and 
practices in place to ensure that children had the 
right to access health care services without discrim-
ination. In Moldova, all hospitals had also endorsed 
and implemented a policy on non-discrimination 
of the Roma population. Table 4 presents the 
availability of policies, culturally competent staff—
interpreters and other—in the three countries.

In terms of children’s right to privacy, there 
were some enabling conditions in the three coun-
tries, but more needed to be done. There was a 
demonstrated need to guarantee that all children 
are informed privately; this was done in less than 
half of the hospitals across the countries. Table 5 
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presents elements on children’s privacy that were 
assessed in the three countries.

Standard 3: Play and learning
Children’s right to play and learning needed greater 
attention in all three countries. As shown in Table 
6, there are little opportunities for children to 
play or continue their education while in hospital. 
There were some positive findings: three hospitals 
in Kyrgyzstan and Tajikistan had introduced play 
during therapeutic care (in one hospital in Kyrgyz-
stan, the play was based on the WHO Integrated 
Management of Childhood Illness Guidelines); 
two hospitals in Kyrgyzstan provided supportive 
activities, such as clown, music, and art therapy; 
and two hospitals in Kyrgyzstan had consulted 
with children for the planning and improvement of 
playrooms and play spaces.

Standard 4: Information and participation
The assessment of children’s right to information 
and participation provided distinct results in the 
participating countries. This right received signif-
icant attention in Kyrgyzstan and little attention 
in Moldova; in Tajikistan, there was diversity of 
policies and practices. Table 7 summarizes the 

findings on policies and practices on information 
and participation in the three countries. 

In terms of the engagement of children and 
adolescents for the development and improvement of 
health care services, self-assessment teams in Kyrgyz-
stan and Tajikistan stated that they engaged children 
and adolescents, who received feedback, in three 
hospitals each. In Moldova, self-assessment teams in 
all hospitals stated only that children’s participation 
either partly or does not influence decision‐making in 
relation to improvement of health care services. 

Standard 5: Safety and environment
The cross-cutting analysis showed a need to improve 
infrastructure and equipment in all participating 
countries. In Tajikistan, parents/caregivers called 
attention to the great need to renovate hospitals, 
including the need for appropriate facilities such as 
toilets and more modern equipment. In four hospi-
tals, the self-assessment teams identified the need to 
allocate a budget to ensure that air conditioning and 
a functioning sewage system were implemented.

Concerning children’s right to food, the re-
sults show significant attention in Kyrgyzstan and 
Moldova and a need for improvement in Tajikistan. 
In Kyrgyzstan and Moldova, all participating hos-

Country Policies in place Culturally 
competent staff

Interpreters Other

Kyrgyzstan 9 6 4 N/A

Tajikistan 10 7 4 8 have staff fluent in 3 common languages

Moldova 21 0 0 Policy on Roma population

Table 4. Availability of culturally competent staff, interpreters, and other, by number of hospitals, per country.

Table 5. Assessed elements on children’s privacy.

Country Doctor of same gender Private area for 
examination

Private area for 
information

Single or double rooms

Kyrgyzstan 8 6 5 5/7*

Tajikistan 7 6/7* 4 3 

Moldova No information No information 9 Limited possibility

*Data provided by self-assessment teams and parents/caregivers and children and adolescents, respectively.
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pitals provided free food for children. However, 
food was not available to children of all age groups. 
In all hospitals in both countries except one in Kyr-
gyzstan, a nutrition specialist planned the menu. In 
Kyrgyzstan, the children interviewed in all hospi-
tals stated: “I received free food in a timely manner 
in the hospital and the food was healthy and tasty.” 
In Moldova, inputs from the stakeholders also 
show that food is served punctually in all hospitals. 
In Tajikistan, free food was provided to children in 
five hospitals and with limitations, and a nutrition 
specialist planned the menu in just two hospitals. 

The results on the provision of effective clean-
ing services for children showed a mixed picture 
across the countries. In Kyrgyzstan, all hospitals 
ensured effective cleaning services, and children 
and families were satisfied with the services. In 
Tajikistan, in nine hospitals, staff is encouraged 
to follow strict cleaning procedures. In practice, 
inputs by children and parents/caregivers show a 
mixed picture. In Moldova, although there seemed 
to be attention as to ensuring effective and cleaning 

services, the situation was not uniform and some 
hospitals were, in fact, lacking sufficient number 
and adequate toilets, hot water and bathrooms for 
mothers and children. 

Standard 6: Protection
The assessments show attention to child protection 
across the three countries, as demonstrated in Ta-
ble 8. The main gaps include the need to set up child 
protection teams in hospitals and enhance auditing 
of services. The assessment also showed a need to 
train health professionals on a) how to identify and 
examine children who have been abused, and b) 
on existing protocols and referral mechanisms. In 
Kyrgyzstan, health professionals had been trained 
in three hospitals, and partially trained in another 
three, on how to identify and examine children 
who have been abused, and on existing protocols 
and referral mechanisms based on a handbook. In 
Tajikistan, health professionals in four hospitals 
had been trained on existing protocols and referral 
mechanisms; in Moldova, no professionals were 

Table 6. Availability of play and learning opportunities in hospitals.

Country Play policy Equipped play 
room

Play specialist Play in 
therapeutic care

Supportive 
activities

School in 
hospital

Kyrgyzstan 8 3 1 3 2 1

Tajikistan 2 1 0 3 No information 0

Moldova No information 0* 0 0 0 No information

* Eight hospitals had a space where children can play, but there were no properly equipped play rooms.

Table 7. Policies and practices on information and participation, by number of hospitals, per country.

Country Criteria for 
children’s informed 
consent

Staff explain to all 
children

Children gave 
informed consent

Children were 
appropriately 
informed

Staff wear name 
badges

Kyrgyzstan 8 8 6 11 7

Tajikistan No information 7 No information Mixed* Mixed

Moldova 0 No information No information No information 21

Columns 1, 2 and 5 are based on inputs from the self-assessment teams, while columns 3 and 4 are based on inputs from parents/caregivers and 
children and adolescents, with the exception of information related to staff wearing badges in Moldova, which is based on the inputs provided 
by the assessment teams. 
*“Mixed” refers to the variation of findings within the same hospital, i.e., some children had been informed appropriately and others had not.
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trained. Also in Moldova, self-assessment teams 
stated that most protection work is done at the pri-
mary health care level.

In terms of children’s involvement in clinical 
research and trials, there are no activities taking 
place in Tajikistan. In Moldova—as far as it is pos-
sible to gather—clinical research is only carried out 
in two hospitals, and children and families have the 
option to refuse or not be involved in the teaching 
activities; one of those hospitals has an ethics com-
mittee for clinical research and trials. The findings 
from Kyrgyzstan are presented in Table 9.

Standard 7: Pain management and 
palliative care
The assessments on the provision of pain manage-
ment show different situations in the countries, 
from attention in some hospitals in Kyrgyzstan, to 
attention in at least half of participating hospitals 
in Tajikistan and no protocols or other activities in 
Moldova. In fact, the protocols were being prepared at 
national level by the MoH at the time of assessment, 
in Moldova. Table 10 presents the findings in detail.

In Kyrgyzstan, in most hospitals where chil-
dren were interviewed, they had been asked by 
health professionals whether they felt pain and 
were given medicines for pain relief.

In Tajikistan, children, adolescents and par-
ents/caregivers gave very positive feedback on this 

right for all hospitals, with very few exceptions. 
It is also important to mention that children and 
parents/caregivers valued greatly the attentive and 
caring staff.

In terms of palliative care, assessment teams 
in Tajikistan and Moldova only mentioned that 
palliative care includes psychological support to 
the child’s family, in five hospitals, in both coun-
tries. In Kyrgyzstan, palliative care begins when 
the illness is diagnosed and continues throughout 
in six hospitals, it includes psychological support to 
the child’s family in seven hospitals and there are 
partnerships in place to provide palliative care in 
the community or at home in five hospitals. 

If we now take a general overview of the 
cross-cutting results between the three countries, it 
is possible to observe several standards or sub-stan-
dards with a similar situation and other areas 
where there is more or less significant variation 
(Table 11). In terms of policies and protocols, all 
countries provided health care based on national 
and/or international evidence-based guidelines 
and carried out monitoring and evaluation (stan-
dard 1); there were policies and practices in place 
on right of access (standard 2); and protocols and 
referral mechanisms on child protection in place 
(standard 6). Common gaps included the need to 
enhance AFHS (standard 1), conditions on right 
to privacy (standard 2), right to play and learning 

Country Hospital policy on 
child protection

Referral
mechanisms

System to register 
and monitor abuse

Auditing of 
services

Child protection 
team/unit

Kyrgyzstan 9 10 8 7 4

Tajikistan 10 8 6 4 3

Moldova 21 21 0 No information 0

Table 8. Child protection system in place, by number of hospitals, per country.

Regulation protocols Ethics committees Monitoring and evaluation of 
standards

Children have the right to 
refuse participation

Informed consent is 
requested

6 3 3 8 7

Table 9. System in place for clinical research and trials, by number of hospitals, in Kyrgyzstan.
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(standard 3) and the need to improve infrastructure 
and equipment (standard 5). Some of the rights with 
significant variation between the three countries 
included information and participation, food and 
pain management.

Second round of assessments 

The second round of assessments in Kyrgyzstan and 
Tajikistan were carried out in the same hospitals as 
in the first round of assessment. As shown in Table 
12, the average number of participants and meetings 
decreased from the first to the second round, with 
the exception of the average number of meetings 
carried out in Tajikistan, which increased by one. 

Between the first and second round of assess-
ment, hospital managers initiated changes in several 
areas. For example, in Tajikistan, regarding right 
to food, the administration of several hospitals in-
creased the average expenditure of food per patient 
by redistributing existing hospital funds, the menu 
was revised, the frequency of meals was increased, 
new kitchens, as well as, facilities for parents/care-
givers and convenient conditions to cook or warm up 
food were established. Regarding parents’/caregivers’ 
stay, some of the hospitals reorganized children’s 
wards in a way that allowed overnight stay. Hospi-
tals also reported that after the first assessment they 
ensured that in waiting areas different videos with 
health messages such as prevention of acute respira-
tory infections, diarrhea, support and promotion of 
breastfeeding and proper care seeking were shown 
to enhance parents’ knowledge of child health. The 
project steering group disseminated banners and 
brochures with relevant CRC-related information in 
all the participating hospitals. 

Overall, the results of the second round of 
assessment show an effective change in many of the 
gaps identified in the first round of assessments in 
Kyrgyzstan and Tajikistan.

Several of the areas that have improved or 
that still need attention are common to both 
countries, as demonstrated in Table 13. Areas 
where significant change was shown include the 
adoption, display and dissemination of a Charter 
on Children’s Rights in Hospital; parents’/care-
givers’ right to accompany their child whilst in 
hospital; and right to information and participa-
tion. Additionally, in Kyrgyzstan, the number of 
professionals working in participating hospitals 
that have been trained in pediatrics has increased 
and the right to food and the child protection 
system have maintained a good standard. In 
Tajikistan, the inputs by the stakeholders show 
a good standard of pain management, including 
training of all professionals in nine out of ten 
participating hospitals and there is one addition-
al hospital providing AFHS.

The main areas that still need attention in both 
countries are children’s right to privacy, renovation of 
hospitals’ infrastructure, particularly in Tajikistan; 
and the engagement of children for the development 
and improvement of healthcare services. In terms of 
complementary training, in both countries health 
professionals have not received training on how to 
effectively communicate with children and families 
and on how to identify and examine a child who has 
been a victim of abuse. In Kyrgyzstan, in compari-
son to the first round of assessment, there has been a 
decrease in the number of hospitals where audits are 
carried out, by two and there are no improvements 
in terms of AFHS. In Tajikistan, children’s right to 

Country Protocols for pain 
management

Pain research unit Trained staff Continuous 
training for staff

Audits of pain 
management 
system

Kyrgyzstan 4 3 No information 3 3

Tajikistan 8 0 5 1 5

Moldova 0 0 0 0 0

Table 10. Pain management policies and practices, by number of hospitals, per country.
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food and the child protection system are still an issue 
to address, as well.

In terms of right to play, in both countries 
there have been initiatives to adopt related hospital 
policies, to provide a space where children can play 
and, in some cases, to recruit play specialists or 
psychologists. However, there is still a need to pro-
vide a properly equipped playroom, with trained 

specialists and games adapted to all age groups; 
and to include play in therapeutic care in most hos-
pitals in Kyrgyzstan and Tajikistan. Finally, there 
is insufficient information on the adoption and 
implementation of evidence-based guidelines and 
children’s access to health care services without 
discrimination in both countries.

Kyrgyzstan Tajikistan Moldova

1 Healthcare provided to children is based on national and/or international guidelines

Majority of professionals trained in pediatrics Gap in training of nurses in pediatrics All professionals 
trained in pediatrics

Monitoring and evaluation of healthcare provision is carried out

Adoption or partial adoption of a Charter No Charter adopted

Partial stay of parents at all times Good standard in allowing parents to stay Policies in place that 
allow parents to stay

Partial availability of AFHS

2 Policies and practices in place on right of access

Some enabling conditions on right to privacy

3 Lack of attention on children’s right to play and learning

4 Respect for right to information and participation Differences in respect for right to information and 
participation

Little attention to right 
to information and 
participation

5 Need to improve infrastructure and equipment

Respect of right to 
food

Lack of respect of right to food Respect of right to food

Good standard of 
cleaning

Need to improve cleaning

6 Protocols and referral mechanisms on child protection in place

Some aspects of research in place No research activities Little research and 
related aspects

7 Few protocols on pain management Majority adopted protocols on pain management No protocols on pain 
management

Some aspects of palliative care in place Few elements on palliative care in place

Table 11. Comparative findings between participating hospitals in the three countries.
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Discussion

The assessment of children’s rights in hospitals pre-
sented here demonstrates how to apply a HRBA to 
health, by taking as a reference the CRC. We will 
now discuss what has been the impact of adopting a 
HRBA to children’s health in terms of the elements 
highlighted in the introduction and the findings; 
and how to enhance such approaches. 

The participation of children and parents in 
the hospital assessments provided crucial informa-
tion about the fulfillment of certain rights, which 
would have been difficult to gather otherwise. This 
reinforces the importance of involving children 
and parents in the design, development and assess-
ment of services. 

For most of the sub-standards analyzed, there 
were practices in place across the three countries, 
including areas that are more pertinent to the 
‘rights’ sphere, as opposed to the ‘clinical’ sphere, 
such as parents’/caregivers’ right to accompany 
their children during hospitalization, children’s 
right to information and participation, the adop-
tion of Charters on Children’s Rights in Hospital 
and the right to food. This means that elements 
of a HRBA to health were already present, which 
may have facilitated the improvements achieved 

in the short period between the first and second 
rounds of assessment in Kyrgyzstan and Tajikistan. 
Hospitals used their own resources or collaborated 
with WHO Country Offices for this. Most of the 
areas where no change was reported are those that 
require more substantial budgets (i.e. infrastruc-
ture-related). 

The process of assessment is ‘educational’ 
for all stakeholders and, importantly, it translates 
the principles of the CRC into actions that profes-
sionals can relate to in their clinical practice and 
rights that children and parents can understand 
and claim. Although there has been no assessment 
of a change of attitudes by health professionals, the 
second round of assessments suggests enhanced 
skills (i.e. in informing and enabling children to 
participate in their own care). 

In terms of equality and non-discrimi-
nation, the assessments have not been able to 
generate significant information about policies 
and practices, nor any changes between the first 
and second round of assessments. This takes us to 
two main weaknesses of the process. Firstly, the 
tools cannot cover the complexity and variation 
of factors that inf luence child health outcomes 
in every hospital and context, globally. Conse-
quently, the reliability and impact of the use of 

Kyrgyzstan Tajikistan

Number of hospitals - Round 1 11 10

Number of hospitals -Round 2 11 10

Average number of participants - Round 1 28 21

Average number of participants - Round 2 15 12

Range of number of participants – Round 1 24-34 1

Range of number of participants – Round 2 12-22 13-38

Average number of meetings – Round 1 7 11

Average number of meetings – Round 2 5 12

Range of number of meetings – Round 1 5-9 9-13

Range of number of meetings – Round 2 3-9 8-18

Table 12. Number of hospitals; range and average number of participants and meetings, per hospital in the two 
rounds of assessment in Kyrgyzstan and Tajikistan.
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the tools and the assessment process at large, is 
highly connected to the adaptation to the tools to 
the local context, based on the national regulato-
ry framework; and the knowledge and sensitivity 
of facilitators and how they are able to explore 
each of the standards. 

A second consideration is the sensitivity of 
some rights to biases, which in some cases is also 
tied to the inability of the questions and statements 
of the standards to produce detailed and reliable 
information. For example, whilst in parents’/
caregivers’ right to accompany their child during 
hospitalization or children’s right to privacy, it is 
possible to cross the information provided by the 
different groups of stakeholders to gather reliable 
information, for others it is not. For example, in 
Kyrgyzstan and Tajikistan, self-evaluation teams in 
all hospitals stated that care is delivered based on 
national and international guidelines. However, a 
parallel assessment on QoC in Kyrgyzstan demon-
strated that the adoption and implementation of 
guidelines must follow a stricter method; and in 
Tajikistan, the assessment of QoC demonstrated 
that case-management did not follow national 
or international guidelines and that most of the 

medical workers were not acquainted with national 
clinical protocols.6

Consequently, in addition to the local adapta-
tion of the tools and a strong component of capacity 
building, we believe that future assessments should 
be complemented with the use of the WHO tools on 
QoC and AFHS and a more systematic program-
ming cycle. The tools can be used as self-assessment 
and integrated into hospitals’ monitoring and eval-
uation systems of QoC and improvements can be 
initiated internally. 

Subsequent to the programs in Kyrgyzstan, 
Tajikistan and Moldova, the WHO Regional Office 
for Europe has developed assessment tools on chil-
dren’s rights in primary health care and is working 
with partners to enhance the process of improving 
QoC for children by implementing a HRBA to 
health. In specific, WHO is developing a frame-
work, which member states can apply, on how to 
use the CRC to improve QoC for children. 

Conclusion

Despite the weaknesses of the process described 
before, we believe that the use of the tools for the 

Table 13. Children’s rights that have improved or maintained a good standard and areas that still need attention, in 
Kyrgyzstan and Tajikistan.

Areas that have improved/maintained good standard Areas that still need attention

Training in pediatrics (KYR) Right to privacy (KYR, TAJ)

Adoption, display and dissemination of a Charter on Children’s Rights 
(KYR, TAJ)

Right to play (KYR, TAJ)

Parents’/caregivers’ right to accompany their child whilst in hospital 
(KYR, TAJ)

Renovation of hospitals’ infrastructure (KYR, TAJ)

Right to play (KYR, TAJ) Right to food (TAJ)

Right to information and participation (KYR, TAJ) Child protection system (TAJ)

Right to food (KYR) Pain management (KYR)

Child protection system (KYR) AFHS (KYR)

Pain management (TAJ) Engagement of children for the development and improvement of 
healthcare services (KYR, TAJ)

AFHS (TAJ)
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assessment of children’s rights in hospital shows 
some promising results and has a huge potential to 
improve the QoC delivered to children. However, 
we need to strengthen the process of assessment 
and improvement in line with the HRBA to health 
and to gather more evidence.

We therefore recommend that WHO con-
tinues this area of work; that it promotes further 
assessments and scaling-up in the pilot countries 
and other countries in the region; and that it facil-
itates a more comprehensive approach on how to 
use the CRC to improve QoC for children.

We recommend governments to set up a 
national steering committee made up of key institu-
tions (i.e. MoH, national human rights institution, 
etc), to review the national regulatory framework 
taking into account the HRBA to health and to 
collaborate with the Ministry of Higher Educa-
tion or equivalent to progressively integrate child 
rights and QoC in medical curricula. MoH should 
also make budgets available to the extent of their 
resources, in line with CRC provisions, to promote 
improvements.

We recommend the international research 
community to undertake a randomized control tri-
al of the use of the assessment tools and to measure 
its impact on QoC and child health outcomes.

We believe this process should be linked to 
and would enhance the periodic reporting to the 
Committee on the Rights of the Child, in the con-
text of Article 24 on children’s right to the highest 
attainable standard of health, as provided in Gener-
al Comment No 15 of the Committee.7
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