Child-led advocacy on their right to health
A summary of health-related concerns raised in NGO UPR submissions which were written by children, or involved consultations with children.
Introduction
Since the launch of the Universal Periodic Review process in 2008, there are 6 known NGO submissions which have involved consultations with children (NGO submissions for Lebanon, Sierra Leone, India, Pakistan, Zambia and Ghana). Five of these – all except for Lebanon – contained information and recommendations about the right to health. The following are the health-related extracts from each of these five reports, in chronological order of submission 

Health-related extracts from child-involved UPR submissions 

1) Sierra Leone,  UPR of May 2011
  Submission from a Child rights Coalition  - http://lib.ohchr.org/HRBodies/UPR/Documents/session11/SL/JS3_%20JointSubmission3-eng.pdf
“2. Child Mortality

Sierra Leone has the world’s highest under 5 and maternal mortality rates and extremely
high rates of infant and neonatal mortality. According to Demographic and Health Survey
(DHS) 2008, the under-five, infant and neonatal mortality rates are currently estimated to
be 140, 89 and 36 per 1,000 live births. This is roughly equivalent to 1 child in every 7
dying before their fifth birthday. Nearly two thirds of these under five children die during
infancy, first year of life and of these, over 40% die during the neonatal period, first
month of life. (Sierra Leone Demographic and Health Survey 2008) Preventable and treatable diseases including pneumonia, diarrhea, and malaria are major causes of child mortality, accounting for an estimated 26, 20 and 12% of child death, respectively. (Countdown to 2015, Tracking Progress in Maternal, Newborn, and Child Health, 2008)

The Government health system is weak and under-funded and many parents lack
resources to improve their children’s health and well-being. There is limited access to and
utilisation of essential health services to support the health and wellbeing of the
vulnerable especially children under five.

The Government of Sierra Leone must be applauded for the introduction of the Free
Health Care initiative (FHCI) for children under five and pregnant and lactating women.
This national policy was formally introduced in April 2010 and initial anecdotal evidence
suggests that healthcare utilization has increased and that community awareness raising
around the FHCI has been good. However, the FHCI is funded mainly by the United
Kingdom and United Nations who have paid to refurbish hospitals, supply drugs and pay
healthcare professionals' wages. As such, despite the introduction of free health care
many challenges remain. These challenges are linked to the sustainability and the
implementation of the FHCI at field level.

Recommendations:

1. We urge the government to develop and implement a long term and
sustainable health financing mechanism by April 2011 to minimize aid
dependence and to ensure that the maximum extent of available resources
are allocated to realize the child’s right to survival and to health, in
particular through the Free Health Care Initiative (FHCI), in accordance 
with article 4 of the UN CRC. This should include funding for appropriate
measures, including human resources, training of health workers, drugs and
equipment, infrastructure and roads, monitoring and evaluation systems,
tracking, and communication and dissemination of information.

2. We urge the Ministry of Health and Sanitation (MOHS) to take appropriate
measures to reduce infant and child mortality by April 2011by educating
children, mothers and communities on hygiene, nutrition, immunization,
using mosquito nets, how to prevent 3 top killer diseases (Malaria,
Pneumonia, Diarrhea) in accordance with Article 24 of the UNCRC.
3. We urge the government to improve the birth registration mechanism in
accordance with Article 7, UN CRC, by improving access and services,
exempting costs for registration for all children under 12 months of age and
making registration facilities available within a reasonable geographical
distance in all areas of the country by April 2012.
Female Genital Mutilation

Female Genital Mutilation (FGM) is the partial or total removal of the female external
genitalia or other injury to the female genital organs. (Multiple Indicator Cluster Survey (UNICEF) (2005) The practice of FGM/C in Sierra Leone is widespread but is shrouded in secrecy and conducted by members of a secret society known as the Bondo Society. Approximately 94% of women in Sierra Leone are members of a secret society which means by proxy they have gone through the process of FGM/C.(UNICEF) 

FGM is traumatic and often results in complications that can include excruciating pain,
shock, urine retention, ulceration of the genitals and injury to adjacent tissue. Other
complications may include septicaemia, infertility, obstructed labor, and even death.
FGM is an issue which has serious implications for the human rights of women and girls.
It is a form of violence against the girl child, not only because unwilling girls are
sometimes coerced into being circumcised to make them members of secret societies, but
also because it affects their life as adult women in several ways.

Many girls are initiated at a relatively early age without the opportunity to decide whether
they would like to be circumcised. The immediate and long term health hazards
associated with the surgical operation have been widely documented. Studies have also
shown that circumcision leads to early marriage, increases the risk of exposure to early
sexual activity, to pregnancy, and to child bearing at relatively young ages, either within
or outside marriage. These may result in premature, but permanent interruption of the girl
child’s education, and will ensure that by the time she gets to full womanhood, she does
not possess the capacity for social, political and economic self empowerment.
Though FGM is an issue affecting almost all girls in Sierra Leone, the CRA does not
specifically address or include FGM. Article 33 states that no person shall subject a child
to any “cultural practice which dehumanizes or is injurious to the physical and mental
welfare of the child”. Specific customary practices such as early marriage and child
betrothal are also outlawed in Section 46 of the Child Rights Act 2007. However, there is no specific and explicit mention of FGM in the entire CRA.

Recommendations:
1. We urge the Government to explicitly prohibit FGM for anyone under the
age of 18, by January 2014.

2. We urge the Government to work with NGOs, civil society and key
community stakeholders to facilitate an open dialogue on FGM where after
the Government will lead the development of a national strategy to eradicate
FGM for children under the age of 18 by January 2012.

Teenage Pregnancy

Teenage pregnancy and teenage motherhood are serious issues in Sierra Leone, which
though under reported, are on the rise. The Multiple Indicator Cluster Survey of 2005
indicated that 25% of females aged 15-19 had sex for the first time before the age of 15. (Multiple Indicator Cluster Survey, The Republic of Sierra Leone and UNICEF, 2005).

A more recent report commissioned by UNICEF identified that two out of three sexually
experienced teenage girls (68%) have been pregnant, while two out of seven sexually
experienced boys have caused a pregnancy. The mean age for pregnancy is 15 years old,
yet 41% of those who experienced a pregnancy were within the age range of 12-14
years. (A Glimpse into the World of Teenage Pregnancy in Sierra Leone, Emily Coinco for UNICEF; June 2010).  Just over 40 percent of women in their late twenties had their first baby by the time they were 18, and 12 percent of them by age 15. (Multiple Indicator Cluster Survey)

During the civil war in Sierra Leone, many women and girls experienced high levels of
sexual violence and deliberate brutality. Violence against women and girls has continued
in the post conflict period, and this coupled with their social and economic vulnerability
and low levels of literacy cultivates an environment that promotes exploitation and
manipulation. The lack of basic needs, such as food, clothing and money to pay for
school fees is a key reason why many teenage girls reportedly engage in sex.
Traditional beliefs and practices surrounding girls (and boys) and community attitudes
and perceptions about sexual and reproductive health and condoms also contribute
largely to high levels of teenage pregnancy. Finally, a deficiency in parenting skills and
inability of parents to provide basic needs also exacerbates the problem.

Recommendations

1. We urge the Ministry of Education, Youth and Sports (MEYS) to review and
re-introduce Family Life Education (FLE) in the primary school curriculum,
starting in class five (5). The curriculum should focus on values, attitudes,
communication and negotiation skills, as well as the emotional and biological
aspects of sexual and reproductive health and be in place by September 2012.

2. We urge the Government, in coordination with NGOs to develop a national
strategy to promote a change in attitudes towards sexual relations and
practices in Sierra Leone, including by raising awareness amongst parents,
children and community leaders on the dangers of child pregnancy and by promoting community education on the importance of talking to children about sexual and reproductive health issues, gender based violence and sexual abuse and exploitation of children by January 2012”


2) India – Review in May 2012

Child-led submission by Edmund Rice International
http://lib.ohchr.org/HRBodies/UPR/Documents/session13/IN/ERI_UPR_IND_S13_2012_EdmondRiceInternational_E.pdf
“Child’s Right Right to Health - Articles 24 of CRC
 
9. According to the “The State of India‟s Children 2008 Report” the national average for deaths of children under 5 years is 59 per 1000 live births. However for the Scheduled Castes the child mortality rate is as high as 88, and for the Scheduled Tribes, 96 deaths per 1000. 

Recommendation 4: 
We recommend that the government keep its promise of allocating 3% of the country’s annual income (GDP) on health and 6% to ensure quality education by the year 2014 so that all children, particularly the Adivasi and Dalit and all vulnerable children, could enjoy a bright future. 

3) Zambia – Review to be held in October 2012
Coalition report not yet online
“5. CHILDREN’S RIGHT TO HEALTH
The Zambian government regards maternal and child health as a public health priority. And as such in line with the millennium development goals has set the goal of reducing maternal and child mortality from 591maternal deaths per 100,000 live births to 162 deaths per 100,000 live births by 2015.  The child mortality will be reduced from 119 deaths per 1000 live births to 63 per 1000 live births. Zambia's health expenditure per capita is US$ 10.69[footnoteRef:1].  UNFPA reports that between US $30 to $40 is estimated as the minimum per capita expenditure figure required for essential health interventions in low-income countries including Zambia Health expenditure[footnoteRef:2] [1:  http://www.unfpa.org/profile/zambia]  [2:  Tradingeconomics.com. health expenditure for Zambia] 

The health care budget was reduced from 11.8% of the total country budget allocation in 2009 to 9.3% in 2012. For example, in the 2010 budget, there was no specific allocation to the child health budget line, and issues of child health were integrated in adult health services. By implication child health suffered from this budget reduction in the entire Ministry of Health. 
In 2011, during a session of the Pan African parliament, the Zambia government committed to: (i) increase national budgetary expenditure on health from 11% to 15% by 2015 with a focus on women’s and children’s health; (ii) strengthen access to health for all, scale up implementation of integrated community case management of common disease for women and children and to bring health services closer to families and communities to ensure prompt care and treatment. 
Chronic under-nutrition (stunting) remains a fundamental threat to the sustainable economic development of Zambia and rates are among the highest in the world. In addition, vitamin A and iron deficiency anemia affects over half of all Zambian children. More than one in 10 babies are born with low birth weight indicating poor maternal nutrition (2007 Zambia Demographic Health Survey ). Nevertheless, despite high and persistent levels of chronic malnutrition and seasonal needs for supplementary feeding in certain parts of the country, nutrition has received little attention in recent years.
One of the challenges contributing to high levels of malnutrition is the lack of human resources to provide food and nutrition services at community level. The rural areas more affected than the urban. For instance a nutrition course at the National Resources Development College (NRDC) was introduced to produce nutritionists these are later absorbed in the Zambian hospitals to work in the children’s wards and also advise mothers on good nutritional practices. However, gaps still abound as the services of these nutritionists are remain in  hospitals and clinics in urban areas than in rural health centers (RHC) and this has created an urban bias. 

RECOMMENDATIONS
1. The Government of Zambia should scale up resource allocation to health to achieve the minimum commitment of 15% by 2015 endorsed by Africa leaders in Abuja with 4% of the 15% allocated to maternal health and 5% allocated to newborn and child health.
2. The Government of Zambia should take all appropriate measures to ensure access to nutritionists in rural health centres, by training 6,000 Community health workers (CHWs) in basic nutrition 2015. “

4) Pakistan – Review to be held in October 2012, 
Coalition report not yet online
“Consultation with children on the Pakistan UPR report

Introduction
As part of the consultation process for the Universal Periodic Review for Pakistan, the Child Rights Movement organised provincial consultations for participatory development of the report.  Plan was tasked to organize consultation with children to get their view.

Plan organised 3 consultations during 19-21 March 2012 in Islamabad involving children from slum areas of Islamabad, Vehari in rural Punjab and Thatta-poorest part of coastal areas of Sindh province.  The participants were between 10-17 years old.  The children from UPU were older (15-18) while the  children from Thatta were between 10-12 years and Vehari between 10-15 years.
7. Water and Sanitation
There is only one hand pump in the whole village and the water quality is also not good.  Children, especially girls have to bring drinking water and sometimes miss school.  The ponds or the river water is used for washing clothes and dishes.  (Thatta)

The drinking water in schools is unclean.

There is no sanitation system in the village. No one pays attention to clean environment.  Where there is a sewerage system, the influentials do not let the dirty water flow in front of their house. Some sewerages are built in a way that the low lying areas are affected when there is rain.  (Vehari)

Recommendations
7.1 Ensure clean water supply in all villages.
7.2 Better sanitation facilitations should be made available.

8. Health
The children who are poor cannot avail health services and when they are sick they have to borrow from other villagers for medical expenses.  The health facilities are at a distance.  Women face difficulties during deliveries as they have to travel to go to the hospital. People and children use herbal or local medicines to treat illness.  If someone is very sick then the people say that they are under the influence of spirits.  (Thatta)

Children from UPU highlighted the issues of adolescent’s health issues.

Recommendations
8.1 There should be health facilities near to the village.
8.2 Reproductive health awareness should be promoted.
8.3 A referral system for sexual and reproductive health should be developed.
8.4 Include S/RH in curriculum at middle level.
8.5 Government should build roads.

5) Ghana – Review to be held in October 2012
 World Vision Ghana report not yet online
“Children’s Nutrition and Health
UNICEF situational analysis of Ghanaian children from 1992 to 2008 indicate to a positive progress in the reduction of infant mortality or death rates from ARI, malaria and the six killer disease due to improved use of insecticide treated mosquitoes nets, exclusive breastfeeding of children and improved ante-natal and post-natal care[footnoteRef:3]. Under child nutrition, percentage of children under 5years from 2008 identifies the Eastern, Central, Northern and Upper East as areas with highest records of stunted growth at 28-34%. For wasting, Western, Ashanti, Volta, Brong Ahafo and Upper West recorded 20-30% but Greater Accra recorded below 20% underweight. Anaemia prevalence also registered 47% among children. This signifies wide spread malnutrition among children in nine out of ten regions of Ghana with rural communities being most affected due to regional disparities in the provision of health facilities. Even though government statistics show that poverty has reduced to 28% nationally, the children reiterate the fact that, rising cost of living locally has led to most children living only one full meal during the evening without the required quantity of protein, and other needed vitamins and minerals since most meals have high carbohydrates – more local rice, yams, cassava or cooked guineacorn or millet flour with fish powder in local soups, stew or sauce or they are eaten raw with hot pepper. Most children do not have enough food and so go begging in the streets or engage in trade to feed whilst other often sleep on empty stomach. The children therefore estimate that the level of stunted growth, wasting and underweight is higher than any stated among rural and the urban poor.  [3:  UNICEF, A Situational Analysis of Ghanaian Children and Women, 2010; GDHS, 2008] 

· Government has tried to contribute to improving child nutrition by introducing the school feeding programme but this is more in the metropolitan and sub-metro areas and selected rural community schools. To the children, those in cities and sub-urban areas in district capitals rather have parents who can afford at least two balanced diets compared to remote rural communities where these starve. They therefore call for equity and fairness since this is discriminatory and does not ensure the survival and healthy development of children in Ghana. Though government and civil society efforts are commendable for meeting articles 2, 6, 24, they need to step up to meet the MDGs. 
· Due to poverty, parents are not able to meet health cost and so prefer to buy off the counter drugs or depend on herbs for taking are of children. Therefore, children die from overdose, wrong prescriptions and expired drugs from drug peddlers who come to sell on market days in the villages. Depending on the distance, such children are buried in the village and so do not give full record of registered child deaths. Another example is, every year, children die from cerebro spinal meningitis (CSM) that cause many deaths in the northern, upper east and west regions of Ghana and there was a recent outbreak of epidemic that claimed the lives of children and women because instead of going to the hospital, they relied on self-medication. This shows the unfair regional and district health facilities’ distribution and access to qualified healthcare. The only well equipped hospital are the Korle-Bu Teaching Hospital in Accra, Komfo Anokye Teaching Hospital in Kumasi and the Tamale Teaching hospitals.  Sub-Metro hospitals, clinics and health post are found in district and regional capitals. Though government has tried to increase rural health access through the Community Health Improvement Programme and Services (CHIPS compound) these health post are poorly resourced.
· The Ghana Health Services place immunization coverage for under 5years at 78-85% in rural communities and over 90% in urban areas but the children insist that though parents are aware of the need to ensure full immunization for their children, majority do not ensure that and so do not fully send the children due to transportation difficulty, distance and how far health workers and volunteers are able to go.”


Compilation prepared by
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Note: please contact me if you are aware of any other NGO submissions since 2008 which involved consultations with children

