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Children’s Right to Health: Theory 
versus Practice 
Ilaria Simonelli 

Abstract 
Introduction  A research was conducted from 2014 to 2018 to understand the reasons behind the gap between the theo-
retical affirmation of children’s right to health and its practical realization. Hospitals and healthcare services were chosen 
as possible settings to understand these reasons and identify the gap. 
Method  Questionnaires (open-ended questions) were completed throughout the year 2017 with experts working at Inter-
national level in the field of children’s rights. A survey was set up using a structured multiple-choice questionnaire in Ital-
ian, English, and French. The survey was addressed to hospital staff (professionals; managers and administrative staff). All 
the results from the experts’ questionnaires and from the survey were elaborated using Excel. 
Results  Experts concluded that professionals still have to understand the full value of implementing children’s rights in 
hospitals and that the United Nations should empower their own action in order to push states towards the respect and 
full realization of the Convention on the Rights of the Child. The survey results seem to confirm that in healthcare settings 
professionals’ have difficulties in understanding how to relate to children in order to facilitate the full realization of their 
right to health.  
Conclusion  The investigation confirmed the existence of a ‘perceptive astigmatism’ as guiding factor for professionals’ 
behaviour towards children. 
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Introduction 
The UN Convention on the Rights of the 
Child (CRC) (1) is one of the most 
recognized Conventions worldwide 
with more than 190 Countries having 
agreed upon its contents. Nevertheless, 
it is possibly also one of the most 
violated. If we start by looking at the 
broad framework of human rights in 
general, we can see that many violations 
have been registered. Amnesty 
International (2) recorded violations of 
human rights in 160 countries in 2014; 
war crimes had been committed in at 
least 18 countries; armed groups had 
committed abuses in at least 35 coun-
tries; 62 countries had imprisoned 
people who exercised their rights and 
freedoms; 3 governments out of 4 had 
arbitrarily restricted freedom of expres-
sion, with particular reference to free-
dom of the press; 82% of countries had 
tortured or abused people; 93 countries 

 
out of 160 had conducted unfair trials. 
With regard to the right to health in  
particular, a comparative analysis (3) 
conducted in 194 health systems world-
wide has shown that 121 countries do 
not recognize it within their own consti-
tutions, even if they have signed at least 
an international treaty confirming the 
country’s intention to protect it and 
promote it, while a survey conducted in 
the UK has instead confirmed how the 
application and implementation of a 
human rights based approach has posi-
tive effects on the treatment and care of 
patients within health systems in terms 
of policies, practices and services 
rendered to the population (4). With 
particular reference to children, the 
Convention on the Rights of the Child 
encountered numerous and serious 
violations and a concrete testimony of 
this  affirmation  is  given  by  the  discre- 
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pancy Article 19 of the convention on protection from 
violence and the spread of female genital mutilations in 
several countries of the world (5). All these data, and 
possibly their update during the years, suggest that, in 
spite of formal and political declarations of commitment, 
there are still huge difficulties in making human rights 
and children’s rights a solid reality worldwide. In this 
paper we aimed to understand the reasons of the gap 
between the international affirmation of the importance 
of children’s rights and their practical realization in a 
defined setting (healthcare services) and for a defined 
right (right to health). 
 
This particular research question is important in order to 
understand healthcare professionals’ attitudes towards 
children.  

Methodology 
The methodology consisted of a mixed qualitative and 
quantitative approach. 
 
Questionnaires  
Questionnaires with open-ended questions (qualitative) 
were completed throughout the year 2017 with experts 
working in the field of children’s rights at International 
level (United Nations Consultants; Healthcare managers; 
NGOs representatives). A grid of open-ended questions 
was prepared in Italian and in English. The researcher 
asked experts to respond directly via Skype but time and 
constraints in their schedules did not allow it. For this 
reason, the questionnaires were sent via e-mail by the re-
searcher to the experts, a deadline was fixed with the ex-
perts who filled in the word sheet independently and 
sent it back to the researcher for format adjustments and 
for elaboration of the information. One expert found the 
time to respond to the questionnaire in person via Skype. 
All questionnaires were checked by the researcher, ap-
proved by the experts, transcribed in Excel and analysed 
by the researcher using a gridline of content analysis (6) 
in order to individuate common pathways among ex-
perts. The goal of the researcher was to check if common 
opinions/evaluations existed among the experts in terms 
of critical issues determining the gap between declared 
principles and reality (e.g. all the experts agreed on the 
fact that the UN system needs to be more efficient in mak-
ing countries respect children’s rights). Experts ap-
proved the final version of their questionnaire answers 
(after format revision, language corrections, request for 
unclear terms or concepts) and checked the systematiza-
tion made by the researcher on all questionnaires. The 
 

 
1 For example: Children have the right to access health services without ethnic, 
racial, class, religious, gender, age, sexual orientation, disability, language, cultural 
and social discrimination; Children shall be admitted to the hospital only if the 
care they require cannot be equally well provided and effective at home or on a 

expert who answered directly to the questionnaire via 
Skype confirmed the transcription made by the re-
searcher as well. The questions for the experts referred 
to: the gap between principles and actions in terms of re-
spect of children’s right to health; the critical aspects of 
national policies in terms of implementation; the main 
factors playing a role in reducing the gap; the main obsta-
cles to the convention principles (development and sur-
vival, non-discrimination, right to be heard, and best in-
terest of the child); main obstacles to children’s active 
participation in healthcare systems (see appendix). 
 
Survey 
A survey (quantitative) with a structured multiple-choice 
questionnaire was distributed in Italian, English and 
French, addressed to hospital staff (professionals; man-
agers and administrative staff). These three languages 
were chosen in order to allow the researcher to translate 
directly the tools without any additional costs applied to 
the research for translation purposes. The questionnaire 
was self-administered and was prepared on the track of 
an already tested and validated tool - the Self Evaluation 
Model and Tool (SEMT) developed by the International 
Task Force Health Promotion for and with Children and 
Adolescents (HPH-CA) of the International Network 
Health Promoting Hospitals (HPH). The questionnaire 
was composed by 13 questions; each one was referred to 
a specific right mentioned in the Convention on the 
Rights of the Child in order to understand the level of 
achievement in a specific hospital or healthcare setting1 
(significantly achieved; slightly considered; meaningful 
progress; completely unconsidered). The tool also con-
tained one multiple-choice question to understand the 
main obstacles to the realization of the child’s right to 
health and six Likert scales (1 to 10) in order to under-
stand the level of priority of the strategies addressed to 
promoting child’s right to health compared to other hos-
pital strategies (quality improvement; research; ICTs de-
velopment; Budget policies; etc.). 
 
For the recruitment of professionals from European hos-
pitals and paediatric departments, the researcher was 
supported by the HPH (Health Promoting Hospitals) Net-
work - in particular the members of the HPH-CA Task 
Force, and by representatives of the European Associa-
tion for Children in Hospital (EACH). A total of eighty gen-
eral management offices of EU hospitals were contacted 
directly by the researcher and a total of 19 responded 
positively and participated in the survey. The profession-
als were chosen with cluster sampling: the management 

day basis; Children have the right to have full opportunity for play, rest, leisure, 
recreation and education suited to their age and condition and to be in an envi-
ronment designed, furnished, staffed and equipped to meet their needs; etc. 
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level; the clinical level; the administration level. A total of 
115 professionals responded. Data were elaborated with 
Excel for a statistical descriptive analysis of the provided 
answers. The university checked and approved the data 
collection and elaboration, according to the Bologna Uni-
versity Ethical Code of Behaviour. All data were handled 
in anonymity. The names of the respondents were pro-
tected by privacy and a number was assigned to each an-
swer. Anonymity was guaranteed to respondents before 
collecting the information. 

Results 
Results are twofold: 
 
Questionnaires to experts 
The content analysis carried out by the researcher high-
lighted common key concepts/themes among the re-
spondents (conceptual analysis on themes). If the con-
cept/theme appeared at least twice throughout all the 
questionnaires, it was considered as an agreed area be-
tween the experts. In particular, four common pathways 
were found (areas of agreement between professionals). 
 
1) Targeted professional training is necessary to make 

health professionals understand the importance of 
ensuring the right to health of the child in the hospital 
context. To reach this goal it is necessary to produce 
evidence on violations to the respect of the child's 
right to health through appropriate monitoring and 
evaluation tools. 

2) The evaluation of the quality of healthcare services 
must include the aspects connected to the right to 
health, such as interpersonal relationships, infor-
mation and listening to the child, with particular re-
gard to her/his health status (for example through in-
formed consent). 

3) It is necessary to develop a vision and an inter-sec-
toral action that involves all the policies having an im-
pact on the health of the child (not only those in the 
healthcare area). 

4) The United Nations Agencies must become more ef-
fective in technical support to countries by overcom-
ing their internal operational fragmentation. They 
also should have more coercive powers with non-
compliant states. In particular, the United Nations and 
also states should prevent and combat the conditions 
of poverty in which children live, which are a threat 
to the enforceability and exercise of their rights. 
Sometimes, in fact, social inequalities cause direct ef-
fects on the health and well-being of children (7;8). 

 
Survey results  
A total of 115 questionnaires were collected among 19 
participating hospitals and healthcare services from 10 

countries: Vatican City (30%), Italy (28%), Portugal 
(10%), Spain (10%), Finland (1%) Estonia (7%), Holland 
(7%), Austria (3%), France (3%), Germany (1%). The 
participation varied among countries - as indicated by 
the % of filled in questionnaires - and this aspect should 
be considered in the interpretation of the results. The 
professional profile of the respondents appears to be 
quite varied: nurses (43%), doctors (25%), managers 
(general managers, department managers, hospitals in-
side clinics, and management profiles in general) (10%), 
nursing coordinators (4 %), administrative staff (4%), 
educators (3%), consultants (3%), social assistants (2%), 
physiotherapists (1%). The average value (on a scale 
from 1 to 10) of the evaluation on all profiles made in 
terms of importance for the hospital policies of the chil-
dren’s rights agenda was positive (table 1): 
 
 
Table 1. Self-evaluation on the level of importance of hospital policies 
on children’s rights (on a scale from 1 to 10) 

Professional role 
Policy on children's rights  

(average) 
Administrative staff 9,0 
Social assistant 9,0 
Consultant 9,3 
Coordinating nurse 9,2 
Educator 9,7 
Physiotherapists 8,0 
Nurse 8,8 
Manager 8,5 
Physician 8,3 
Not specified 8,0 
Total 8,6 

 
Similarly, the large majority of the hospitals had a Char-
ter on the rights of the children, but a child friendly ver-
sion of the Charter was lacking in about half of the hospi-
tals (see table 2). 
 
 
Table 2. Self-evaluation on the policy for children's rights (total of respond-
ents per chosen value) 

 SCALE (1 TO 10)   
 1 3 4 5 6 7 8 9 10 Missing Total 

Is there a child friendly version of the Charter on children’s rights in hospi-
tals? 
No     1 4 2 6 12 15 26   66 
Yes 1     1   4 10 6 16 2 40 
Missing   1       1   2 5   9 
Total 1 1 1 5 2 11 22 23 47 2 115 
Is there a Charter on the rights of the child in hospitals? 
No       3 1 1 2 1 2   10 
Yes 1 1 1 2 1 10 20 22 45 2 105 
Missing                       
Total 1 1 1 5 2 11 22 23 47 2 115 
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Interestingly, the achievement of children’s rights in hos-
pitals were significantly achieved for the vast majority 
(see table 3). 
 
Table 3. Level of achievement of children’s rights in hospitals 
Options % 
Significantly achieved 71 
Meaningful progress 22 
Slightly considered 5 
Completely unconsidered 1 
No answer 1 
Total 100 
 
The detailed self-evaluation prospect for all the chil-
dren’s rights showed positive results (see table 4).  

Discussion 
Of the 105 professionals who provided a positive 
judgment about hospital policies on children's rights, 61 
responded ‘no’ to the question concerning the presence 

of a Charter that could be consulted by children 
themselves. 
 
Crossing the frequency of the responses registered on the 
self-evaluation of the hospital policy on the rights of the 
child (on a scale from 1 to 10) with those relating to the 
presence of the child friendly version of the Hospital 
Charter of rights (yes/no answer), the majority of 
respondents confirmed the absence of the child friendly 
version of the Charter (table 2). 
 
This means that even if, for example, 26 professionals 
answered with a 10 on the scale stating the importance 
for the hospital of a  policy on the rights of the child, they 
also answered ‘no’ to the presence of the friendly version 
of the Charter. So, how can such a high evaluation on 
hospital policies (10) be consistent with the absence of 
an important tool (the Charter) useful for its realization? 
 
This means that even if, for example, 26 professionals 
answered with a 10 on the scale stating the importance  

 
Table 4. Summary of all the rights achievement level (%). Light blue indicates critical aspects. 

 

Significantly 
achieved 

Meaningful  
progress 

Slightly  
considered 

Completely  
unconsidered Missing Total 

N % N % N % N % N % N % 
Children’s health care provision should take into considera-
tion all dimensions of health, including physical, mental, 
social, cultural and spiritual 

83 72.2 25 21.7 6 5.2 0 0.0 1 0.9 115 100 

Children have the right to access health services without 
ethnic, racial, class, religious, gender, age, sexual orienta-
tion, disability, language, cultural and social discrimination 

100 87.0 13 11.3 2 1.7 0 0.0 0 0.0 115 100 

Children shall be admitted to the hospital only if the care 
they require cannot be equally well provided and effective 
at home or on a day basis 

68 59.1 37 32.2 8 7.0 0 0.0 2 1.7 115 100 

Children have the right to have full opportunity for play, 
rest, leisure, recreation and education suited to their age 
and condition and to be in an environment designed, fur-
nished, staffed and equipped to meet their needs 

69 60.0 34 29.6 10 8.7 0 0.0 2 1.7 115 100 

Children have the right to be informed in a manner appro-
priate to their age, developmental level and understanding 81 70.4 26 22.6 7 6.1 1 0.9 0 0.0 115 100 

Children have the right to express freely their opinions on 
any issue that involves them and the right to be heard and 
to be taken into consideration in a way consistent with 
their age and maturity 

74 64.3 30 26.1 9 7.8 1 0.9 1 0.9 115 100 

Children have the right to be protected from all forms of 
physical or mental violence, injury or abuse, neglect or 
negligent treatment, maltreatment or exploitation, includ-
ing sexual abuse 

96 83.5 17 14.8 2 1.7 0 0.0 0 0.0 115 100 

Children have the right not to be separated from their par-
ents/guardians/caregivers against their will during their 
stay in hospital 

100 87.0 13 11.3 2 1.7 0 0.0 0 0.0 115 100 

Children have the right to privacy 72 62.6 31 27.0 12 10.4 0 0.0 0 0.0 115 100 
Children have the right to a dignified death 79 68.7 25 21.7 6 5.2 4 3.5 1 0.9 115 100 

Children have the right not to feel pain 73 63.5 37 32.2 4 3.5 0 0.0 1 0.9 115 100 
Children have the right not to be submitted to clinical re-
search or experimentation projects and to have the possi-
bility to withdraw during the process of research 

84 73.0 20 17.4 7 6.1 2 1.7 2 1.7 115 100 
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for the hospital of a  policy on the rights of the child, they 
also answered ‘no’ to the presence of the friendly version 
of the Charter. So, how can such a high evaluation on 
hospital policies (10) be consistent with the absence of 
an important tool (the Charter) useful for its realization? 
 
Still, the 71% of respondents declares that the rights of 
the child proposed in the questionnaire were 
accomplished in a meaningful way (see table 3). This re-
sult shows that perhaps there is not enough clarity on 
how to achieve the full realization of the rights of the 
child.  
 
If we look at the whole self-evaluation prospect for all the 
children’s rights, we can see it shows positive results, 
even if some aspects are still considered critical by re-
spondents (see results in table 4, marked in light blue). 
 
Of course, this being a self-evaluation, results are not ob-
jective and, as we saw from the example of Table 2, it is 
possible that professionals still don’t have a clear idea of 
children’s rights or hospital policies on children’s rights.  
 
Many contradictions seem to be present in the results. 
First of all, the high importance (average value) given to 
hospital policies on children’s rights seem to be incoher-
ent with the fact that a Charter is often not available in a 
child friendly version. How is it possible to achieve a high 
attention of hospitals settings to children’s rights when 
not even a child friendly version of the charter is pro-
vided?  
Maybe this can be explained by the fact that this aspect is 
not considered as a good indicator of implementation of 
children’s rights. Perhaps the child is perceived by pro-
fessionals as a passive actor in a therapeutic relationship, 
completely represented by parents.  
 
Hughes (9) reports an interesting distinction between 
the concept of profession and that of science, defining the 
latter as the context within which the scholar deals with 
colleagues who share his own knowledge and with whom 
he can have a balanced and equal dialogue. Conversely, 
the concept of profession relates more to sharing 
knowledge with patients (not colleagues), with a differ-
ent kind of authority. The profession does not confess its 
limits to the patient, this happens only in a scientific en-
vironment among colleagues.  This attitude helps avoid-
ing criticism or possible accusations of low competence 
by patients. Providing little information to the patient, for 
example, can help professions to avoid being criticized 
and, as Freidson (10) would say, it avoids a clash of per-
spectives between mismatched points of view. 
Together with the results, there is also a body of evidence 
confirming the systematic exclusion of children and 

adolescents from decision-making processes in health 
settings (11-13) as well as from information processes 
related to their own health (14-17). Observational stud-
ies have also shown how professionals prefer to provide 
information to parents, rather than to children them-
selves, relegating them to an exclusion status (18-20). Fi-
nally, it is necessary to underline the need to restore an 
empathic relationship with patients, meaning empathy 
“to guide the relationship towards warmth, intelligibility 
and adherence to care where a cold and impersonal, even 
if professional, relationship would be experienced (...) as 
detached and alienating" (21). 
 
Limitations of the Study 
The research presents several limitations: 
 
1) The questionnaire with experts had to be sent via e-

mail as professionals were just too busy to program 
Skype calls so they preferred to arrange their sched-
ule freely to fill in the questionnaire independently. 
This aspect made it impossible to have a direct dia-
logue with experts and to record answers for a follow-
ing more precise transcription. It also made impossi-
ble for the researcher to deepen key issues or critical 
aspects.  

2) Quantitative analysis is based on a self-evaluation and 
the researcher did not have the possibility to evaluate 
directly the situation described by respondents. 

3) Children’s participation and point of view was not 
registered as protection principles are still stronger 
that participation. 

 
Perspectives 
The lack of a common vision aimed at the implementa-
tion of rights, including those of minors, seems to be due 
to the absence of a central social actor capable of leading 
this process. This gap could perhaps be filled also thanks 
to a unified approach of the different scientific disciplines 
able to direct the public attention towards the applica-
tion of human rights. In this sense, it must be added that 
even sociology is not exempt from responsibility: as 
Blumer states (22) 'in identifying social problems sociol-
ogists tend to focus attention on phenomena only when 
they become the center of public concern', and much less 
- it can be added - to bring out the central issues for soci-
ety when they are not yet  obvious, perhaps expressing in 
this case the need for a concrete sociology of human 
rights’. 
 
Conclusions 
To summarize, we can notice the following aspects, 
especially from the survey: 
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1) Policies for the respect of the rights of the child are 
generally evaluated as very important and meaning-
fully achieved in hospital settings. 

2) The right of children to health in the hospital is, in 
many cases, considered as achieved in a significant 
way, even if a Charter of children's rights is not avail-
able and cannot be consulted by the minors them-
selves. This phenomenon, that we could define as 
‘perceptive astigmatism’, has been confirmed by re-
search data and appears to be common in countries 
involved in the research. 

3) The aforementioned professional ‘perceptive astig-
matism’ could be explained by a ‘corporate resistance’ 
of the health professions in recognizing their own lim-
its in listening to the child’s views and in verifying the 
level of understanding of information provided by 
professionals to the child. 

4) Professionals’ training on children's rights is still con-
sidered insufficient, as well as the professionals’ atti-
tude in promoting the full participation of hospital-
ized children to their own care.  

 
The research results (qualitative and quantitative) repre-
sent a small contribution to prove how much the issue of 
children’s rights still fails to be framed as a relevant and 
pivotal issue for society, despite the existing ethical, 
social and cultural reasons. States and international 
organizations are still not able to fully implement respect 
for human rights; adult society is not able to correctly 
perceive the importance of children's rights; health and 
social care professionals sometimes fail to fully translate 
children's right to health in hospital settings. The 
growing but fragmented sensitivity expressed by some 
associations, institutional bodies and social groups for 
this issue is not yet sufficient to make it a central social 
issue, and for this reason it can be said that we are facing 
a challenge that has not yet been won. 
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Appendix 1. Questionnaire for experts 

1 The CRC includes at art.24 the Right to Health as enjoyment of the highest attainable standard of health conducive to living a life in dignity, includ-
ing associated rights related to economic and social determinants of health, involving access to health services, goods and facilities, encompassing 
fulfilment of all rights of provision, protection and participation. Very often there is discrepancy between principles and practices and this brings 
also to violations of the Right to Health. 
 
If you agree with this affirmation could you indicate the main reasons why the principles are not put into action, with particular regard to the 
Children’s Right to Health (please provide an example)? 

2 In terms of efficacy of national policies addressed to children, which are in your opinion the critical aspects and the winning factors (please pro-
vide an example)? 

3 Looking at the International level and in particular at the role of the UN Agencies and of the NGOs, where do you think reside the main difficulties 
and the winning factors to fill the gap between declaration and implementation of children’s right to health (please provide an example)? 

4 Looking at the role of health care systems, which are in your opinion the main obstacles to the application of a Child Right to Health based ap-
proach and in particular to the four Convention principles: Development and survival, Non-discrimination, Right to be Heard and Best interest of 
the child (please provide an example)? 
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