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Abstract
The concept of health promotion for children and aclolescents in hospitals is relatively new, and an international working group within the
WHO-network of Health Promoting Hospitals, is currently seeking to establish specific guidelines. An exploratory study based on a Iiterature
review was pei-fornled in order to identify (i) what are the health promotion needs of cllildren and aclolescents when they access the hospital
either as patients, as visitors, or as mernbcrs of their community; and (ii) if there are any recommended strategies to empower children and
strengthen their life-skills and participation capacity in the hospital, as recommended by the Ottawa Charter for Health Pron~otion.The resulk
of this litelqaturereview are mainly descriptive of current practices and reco~nrnendationsregarding organizational issues, health-care
providers' practice behavior, health-care providers' skills and training, children's education, education of parents and social environment.
(02005 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction and objectives
Health promoting hospitals (HPH) is a concept for
hospital develop~nentthat bi~ildsupon the health promotion
concept of the WHO Ottawa Charter [ l ] where the
reorientation of health-care services is considered as one
of five inajor action areas. The stake is to understand how a
hospital can develop processes that contribute to "enabling
people to increase control over, and to improve their health"
[l], i.e. that contribute to the empowerment of people.
Within the HPH network, an international working group is
currently seeking to establish guidelines concerning health
promotion activities for children and adolescents in
hospitals. The role of the hospital in this context was
defined as double: (i) meet the children's normal develop~nentalneeds, while they are in contact with the hospital,
either as a patient or as a visitor; (ii) empower the children
towards dealing ai~tonomouslywith health related issues in
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their everyday life, including management of treatment if
they are chronically ill and adoption of healthy lifestyles and
relationships [2].
However, as the concept of health pronlotion for children
and aclolescents in liospitals is relatively new, a need for
clarification of the concept was felt before any guidelines for
practice and research coulcl be issued. Thus, an exploratory
study based on a literature review was performed, in order to
better understand the factors influencing the children's wellbeing, health, growth and development while they are in
contact with the hospital. In children, the concepts of health
and development are very much intes-related. The introduction of an illness or disability disrupts the process of child
development, partici~larlyif it interferes with a child's ability
to learn, upsets his or her temperament, or imposes
restrictions on his or her activities or interactions with
others [3]. Indeed, adinission to hospital is usually perceived
to be a major disruption to an individual's life. Young
children, who are particularly vulnerable to separation
anxiety and who still lack the cognitive skills to understand
hospitalization may become particularly distressed and may
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even exhibit regression hehaviors 141 when confronted to
hospitalization. This may happen not only in children facing
their own disease and hospitalization, but also in children
who access the hospital as visitors of a hospitalized friend or
parent. If the child is not prepared, such a hospitalization
may have a profound traumatic impact, detrimental to the
child's growth and development.
In order to better understand what health promotion For
children in the hospital is about, a literature review was
performed. The objective of this literature review was to
explore and clarify the concept of health promotion for
children and adolescents in hospitals, and more specifically
to identify:

1. What are the health promotion needs of children and
adolescents when they access the hospital either as
patients, as visitors, or as members of their community?
This categorization is congruent with the different target
groups identified within the HPH project.
2. If there are any recommended strategies to empower
chiidren and strengthen their life-skills and pwticipation
capacity in the hospital, as reconlmended by the Ottawa
Charter for Health Promotion [l].

(a) patients; (b) visitors; and (c) community members; and
(2) issues related to the recommendations of the Ottawa
Charter, in pasticular (a) empowerment; (b) life-skills
strengthening; (c) participation. Only the pieces of
information relevant to these categories were classified
and analyzed. Within these categories, a special focus was
put on the recommendations for practice contained in the
articles reviewed. These recommendations were in turn
classified into five categories which had not been defined
beforehand but emerged from the content: recommendations
regarding (a) organizational issues; (b) health-care providers' practice behavior; (c) health-care providers' skills and
training; (d) children's education; (e) education of parents
and social environment.

3. Results
The results presented hereafter are descriptive of the
practices and research results presented in the various
articles reviewed. A more exhaustive description may be
found in the original report [ 2 ] .At the end of each paragraph,
the recolnmendations Tor practice as they emerged from the
literature review are presented.

2. Methods
Four databases (Medline, Psychinfo, Science Direct, and
Blackwell Publishing) were searched over the last 13 years
(1990-2003). A first search with the coinbination of the
followi~lg three keywords "child(ren) + hospital + health
promotion" proved to be unsuccessful, as hardly any
references were found. This first result confirmed that the
concept of health proinoting hospitals for children was a new
one which still had ro be explored and defined. A second
search was performed with various combinations of the
followii~gkeywords: hospital(s), child(ren), adolescent(s),
health (+education or promotion), psychosocial (needs or
aspects), chronic (illness or disease). After checking the
abstracts, over a hundred articles were retained for the
present discussion. After reading the art~cles,a few of them
were eliminated for Sollowing reasons: either they described
a situation in cleveloping countries where the priorities for
health promotion may appear different as the situation of
Iiealthcnre and people's priorities are specific; or they
appeared to be too technically carc-oriented or disease
specilic, which was not the aim of our review. The present
paper is a synthesis ol'the report [2] which was issued aficr
this literature review was performed and for which 95
articles had been specifically selected and analyzed. As the
research was exploratory, no specific selection criteria were
defined regarding the type of articles (theoretical papers,
description 01practice, research ~.esults,etc.).
The articles were reviewed using a qualitative method of
tliernatic content analysis. The categories had been predetermined accortling to the objectives of the research, i.e.
(1) issues regarding health promotion needs of children as

3.1. Health promotion needs of children as Izosl~ital
pntielzts

Although there is only little empirical research on the
impact of general childhood illness on adult life, some
studies in the field of cancer show either moderate to severe
increase in psychiatric symptoins in childhood cancer
survivors, in the form of depression, anxiety and low selfesteem, or poorer social functioning in areas such as
e~nploymentand adult social skills [4,5]. The traumatic
impact of hospitalization on children may be twofold: the
impact of the sick body on the way children perceive their
own body and live with it; the rupture with familiar and
environmental bench~narks, which requires a psychic
adjustment [G].
Understanding how children make sense of health and
illness is an important step towards understanding children's
health promotion needs and helping them adjust to their
disease, and possibly avoid the traumatic impact of
hospitalization. Some authors investigated whether the
children's making sense of illness was linked to their age and
developmental stage, or to the duration of disease atid
frequency of medical experiences [7,8].They found that the
children's conceptualizalion or health and illness was mostly
linked to their cognitive clevelopmeiital stage, and less to the
characteristics of their d~sease.

3.1.1. Hell~iizgparents to scy~porttheir children's
de~~elopmerztnl
needs
Understanding how a child's disease and the child's
family functioning are inter-related is another step towards
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identifying the health promotion needs of children who
access the hospital as patients. Indeed, a major illness in a
child is not contained within the child but has ramifications
for all the family system members [9].
Although family relationships are important potential
mediators in the adjustment of children with a chronic
disease, this support may also be a source of anxiety [9],
depending on how the parents are coping themselves with
their child's disease and on how they view the~rparental role.
It is crucial to children that the family be supportive not only
of their emotional and physical distress linked to the disease,
but also of their move towards independent functioning
[6,9]. The occurrence of a disease has a profound impact not
only on the family functioning, but also on the ideal image
parents have constructed of their child. Their normal
projective function is threatened, making it sometimes
difficult for them to support the necessary psychological
development and autonomy process of their child [6]. The
parental adaptative tasks when a child faces chronic illness,
as listed by Canam [10], are the following: accept the child's
condition, manage the child's condition on a day to day
basis, meet the child's normal developmental needs, meet
the developmental needs of other Family members, cope
with ongoing stress and periodic crises, assist other family
members to manage their feelings, educate others about the
child's condition, establish a support team. Although most
nurses are aware of parents' needs and see the care to parents
as part of their work, it is not clear to them what is the nature
and extent of this aspect of their work [l l].
Another aspect of the parents' need for support from the
professionals concerns their being at risk of becoming
overwhelmed by the case-giving process [ 12,131. When they
assist their sick child by staying with himlher in the hospital,
some resident parents may feel captive of their new situation
and role [14]. Children of exhausted parents are at greater
risk of not coping adequately with their disease and the
psychosocial strain linked to it, as they are usually much
aware or their parents' stress and, depending on their age,
tend to react to it with a sense of responsibility and
sometimes even guilt.
3.1.2. Ed~icntingand counseling childl-e~zwith n chronic
illrzess
Although health-care providers have a health promoting
role to play towards children who are temporarily
hospitalized for an acute illness, by fostering parental
participation [ l 5,161 and by providing not only cognitive but
also sensory information to children [l 71, it is in the field of
chronic illness that the hospital has a major health promoting
role to play, with children and families needing to be
educaled and counseled for a successful adaptation of the
children to their condition of chronically ill persons.
The role of the hospital in promoting the health of
chronically ill children should consist of helping the children
to cope with their diseasc, both medically and psychosocially. Adequate and continuous patient education should be

provided for, both to help the children understand their
illness and treatment, and to help them overcome the
difficulties they may encounter in psychosocial and
developmental issues. In the end, the aim of such a patient
education, which includes information giving as well as
counseling, is to empower the patients to deal with health
and life related issues, as autonomously as possible, in order
to enhance their quality of life. Adequate patient education
needs good understanding of the factors influencing the
psychosocial adjustment of children to their disease.
A ilumber of psychosocial factors, in particular the level
of stress experienced by children independently of their
disease, frequently interact with the seriousness and duration
of the disease in the way children are able to psychologically
and socially adjust to their disease [18]. Thus, medical
factors, such as the seriousness of the disease, the
evolutional characteristics of the disease, and the level of
incapacity induced by the disease, which do influence the
way a child or adolescent is able to cope with the disease and
adopt compliance behaviors [19,20], are often reinforced by
psychosocial factors. In a study performed among 27
children with four or more admissions over a one year
period, Kelly and Hawson [2 l] identified that two-thirds (1 81
27) of the factors associated with recurrent hospiLalization
were not strictly medical but rather of psychosocial nature:
medical dependency, psychological or medical problems
affecting other family members, family and medical
disparity regarding the treatment agenda, the lack of more
intensive community supports, etc.
Among the different psychosocial factors involved in the
way children are able to adjust to their disease, it was found
that feelings such as anxiety, fear, and shame are both
predictive factors and indicators of the children's adaptation
to their disease and treatment [22,23]. Some adolescents
experience much frustration when they compare with pecrs.
What usually appears to be the young patient's priority is to
appear as a "normal" person [24,25]. Many diabetic
children report a feeling of being different and of leading a
more restrictive life [22]. The feeling of dependency and the
feeling that "it is unfair", are likely to interfere with the
adaptation process [26].
There are family factors as well, such as the transfer of
responsibility regarding treatment, which is an important
step in the process of empowerment but sometimes a
difficult shift for the family [13]. The degree of concordance
between the child's and the parents' view on their respective
responsibilities regarding treatment is a very important
factor for a successful adaptation of the children to their
disease [26]. Other factors include: a good level of medical
and technical knowledge regarding disease and treatment;
parental understanding of the demands of the disease, in
particular, their understanding that some aspects may be
unpredictable, and that the child is not always to blame;
parental reassurance about the disease, in particular, when a
crisis occurs; parental help with the daily management of the
treatment, in particular, in terms of reminders, advice, and
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child's death, will extend also to other members of the
sometimes even administration of the treatment; generally
family, such as brothers and sisters.
good communication within the family, general trust and
respect [27].
3.1.3. Recorn~?zenclntions
vegarding health promotion for
Social support, whether practical or ernotronal, is vital to
children
as
hospital
patients
children with a chronic illness. Peer relationships are among
At an organizational level, it was found that it is important
the major psychosocial factors which influence the cliildren's
that a child's need for love and security be satisfied even
coping abilities. Yet, as parental influence, the influence of
at tiines of prolonged hospitalizatioll through prolo~iged
peers may be perceived either as support or pressure. Indeed,
visiting hours, conconlitant hospitalization of children and
although they provide for emotional support, peers are not
their mother, visits allowed even in specialized units [36],
always supportive of the medicaI priorities. It is therefore
Also, the privacy needs and room preferences of children and
important to adequately train them, Involving peers in the
adolescents during hospitalization should be respected
treatment of young patients may have following outcomes:
whenever it is possible [37,38]. Another important task of a
better knowledge of the disease on the part of peers, less
health promoling hospital should be to ensure continuity in the
diseasc related conflict among parents and child, better
care to young patients, as well as more systematic
compliance [28]. Further, although adolescents refuse to be
communication procedures within Ule health care team.
assimilated to their disease [29j, encounters and discussions
Concerning the practice and behavior of health-care
with other young patients have proven a successf~llstrategy
providers, as children always try to make sense of what they
for helping them to feel more integrated [30].
experience, it is not advisable to withhold information from
A safe and permanent relationship with the physician and
them, considering that they are not old enough to understand
nurse are a very important source of support to the child with
given concepts [35].Yet, as the children's capacity of making
a chronic disease [31]. Continuity of care is of particular
sense of illness and health varies more according to their age
ilnportancc during the transition between child care to adult
than according to previous medical experience, health-care
care. A study performed in 1997 among 101 French
providers working with children are advised to ask them
pediatricians and diabetes specialists demonstrated the lack
directly about what has caused their illness alldhow it might be
of communication and continuity of care which might occur
cured and treated, without assu~lling that children with
around the transition of a patient f~.arna child unit to tlie
previous medical experience S~11lyunderstand the nature and
adult ward [ 3 2 ] . Geenen et al. [33]identified as many as 13
causality of their medical conclition [g]. As Brewster [7] puts it,
transition activities: kaking care of the child's general health,
hospital personnel must put infol-mation-gathering before
taking care of the child's disability, coordinating the child's
infor~nation-giving. The characteristics of the different
hcalth witli other health professionals, help the child get
develop~nentalstages should be kept in lnincl when trying
health insurance, help the child f nd a health-care provider
to understand how children feel and think about health and
when the cllild gets adult, teaching the child to manage own
illness, and how the childsen interact with their family to cope
health, working with the school to coordinate care,
with health related issucs. Another health promoting role of
discussing with the child how to take care OS his or her
hospitals woi~ldbe to ens~lrethal children receive adequate
health to be successful at work, connecting the child to other
sesvices in the community, screening the child for lne~~tal care and counseling when racing their own death. The niain
health promoli~iggoal in this kind of situation would be to
health problenls, talking 10 the child about drugs and
~ilaxi~nize
quality of life by assisting children and families 10
alcohol, talking to the child about sexual issues, helping the
live fully and meaningf~~lly,
even in Uie face of death: physical,
child apply for or keep social security income. Given the
psychological, social and spiritual needs of the dying child
numbcr and diversity of ~ h e s eactivities it is useful to have a
sho~~lcl
be z~ddressed,keeping in mind that those needs are
person acting as a coordinator.
different than the needs of adults [34].
In some cases, the outcome ol' a child's disease nlay be
Concerning the training needs of health-care providers, it
the child's death. As Papadatou C341 remarks, healtl~
develop appropriate skills ill
was found that they slio~~ld
professionals are often exposed to the dying process and
order to relate to and co~n~nunicate
with children, who use
death of a child with little pt-lor education to help them deal
less verbal and Inore sy~ilbolic ways to express their
with the particular needs OS young patients, and minimal
tboughls, feelings and wishes [34]. In particular, heal th-carc
preparation in recognizing and handling their personal
providers o~lghtto be aware or the children's cognitive
reactions in the face of death. When chrldren hce their own
capacities linked to their age and developmental stage.
death, "the greatest disservice WC do them", Rushforth 1351
Childre11 wilh a chronic disease have important educnbelieves, "is to try and protcct them from information we
tional needs. To hclp patients adequately cope with
believe lnay be harmful". Indeed, children will seek to fill in
psycl~osocialissues related to their illness should be an
the gaps of their knowledge, and thcir fantasies can be far
integral part of colnprehensive patient education proworse than reality. Here again, the child should be viewed
grammes as defined by WI-I0 1391. In this perspeclive,
not only as an individual, but also as a part of' tlie family
quite a few authors suggest that actively involving the family
system. The heiilth benelits of the work done wit11 a dying
and friends in patient education activities for children so as
child and witli hisher parents to help them cope wilh their

to reinforce their supporting role should be a priority
[13,20,28]. In order to allow peers to offer a more effective
support, lea~ningto deal with peers should be part of a
comprehensive patient education programme for children
with chronic diseases, and peers could be involved in such
programmes. In order to be able to cope better with their
disease, children and adolescents should progressively be
allowed more and more responsibility and autonolny in the
management of their treatment. It is important to let children
negotiate the right amount of parental involvemetlt, so as to
feel supported in the management of their disease without
feeling that their identity or autonomy is being threatened
[do].
As far as the parents are concerned, the importance and
difficulty of their care giving role has been stressed by
several authors [6,12-14,4 1,421. Health professionals working with the fanlily should assess how well parents cope with
their situation, and help them develop the knowledge, skills
or resources they need [41,10]. According to the Swedish
National Social Welfare Board, health-care providers should
also play a role in supporting and activating parents-10-be in
their parenthood in order to create optimal conditions for the
development of children [43].
3.2. Henllhpromotion neecls of children as hospital visitors
3.2.1. Support ,family jiinctioni~zg
Patients and their families, including children, have the
right to be together and to support each other during a period
of stress and crisis [44]. For several reasons, children have
long been denied access to their seriously ill relatives while at
hospital. Children who are denied access to a sick father, or
mother, or brother, etc., or who do not receive adequate
information experience psychological and e~notionaldiFficullies that may have a profound impact on their development
and 011 their later adult lil'e [45]. The benefits to children of
visiting are identified as an increased understanding and
involvement in the crisis with the family group, reduced
I'eelings and feilrs of helplessness, guilt, separation and
abandonment [44]. Moreover, visiting reduces the child's
misconception about the Samily member's illness and the
hospital environment, and niay in particular provide the child
with the reassurance that the persoli has not left permanently
[441.
Children in such a situation often have to play another
role than the one that is traditionally theirs, by talung greater
responsibilities, Tor instance, over matters of the family
everyday life, such as child care, meal preparation, runnlng
errands, personal assistance to a sibling or a parent with a
disability, laundry and yard maintenance [46].

tunities within the hospital for the family to gather and
reflect on their functioning could be a health promoting
strategy for these children. A collaborative team-approach is
required to meet effectively the needs of the children of the
critically ill [47].
One reason children may be excluded from visiting a
critically ill family member, may be due to a lack of
knowledge by the health-care providers on how to cope with
the questions and emotions generated by children [47], thus
suggesting the need to better train health-care providers to
handle children in this particular situation.
3.3. Health pronzotion rzeecls o f childrerz in their
conzmu~zity
Hospitals address the health promotion needs of children
in their community when they consider the children who
visit their premises as lull persons, having social responsibilities and rights, and not on1y as sick persons whose body
needs to be cured. The role of the health promoting hospital
for the child in the community, as it emerges from the
reviewed literature, is threefold: (i) to prepare children and
their family for home care after discharge from the hospital;
(ii) to support children with a chronic illness with academic
matters, and facilitate their (re)integration to school; (iii) to
support children in becoming healthy persons, by addressing
their general health pro~notionneeds while they are in the
hospital.
3.3.1. Need for proJessior1~11
~zetworking
Changes in children health beliaviors depend on
coordinate action across a range of sectors [48]. Professional
networking between the hospilal and health-care providers
outside the hospital has been found very u s e f ~ ~inl order to
better meet the needs of the chronically ill [49]. A study [50]
f o ~ ~ nthat
d both parents and professionals acknowledge the
importance of closer liaison between hospital and primary
healthcare services. Yet, bringing health-care providers with
different backgrounds and specialties to efficiently work
together is often a very difficult task [51].
Many parents and children state a clear preference for
"hospital at home" [52].The role OS the family is central in
home care, and support is needed in order to ensure adequate
continuity from hospital discharge to home care, and in
order to support parents assume their role. After children
with cllronic illness have left the hospital, healthcare is only
one of their multiple needs. Too often, this diflicult task of
service coordination becomes the sole responsibility of the
parent or caregiver.
3.3.2. Support sclzoal reintegriation

3.2.2. Keco~nnzenclntionsregarding health promotion for
chilrlren as hospital visitors
Health promoting hospitals for children should support
the children in the way they adjust in their everyday life to
one of their relative's chronic condition. Creating oppor-

One of the most i~nportanttasks that a hospital can
perform in order 10 promote the health of children in their
community is to help children with a chronic disease
integrate or reintegrate school s~~ccessfully.
This mission
starts with giving the cliildren learning opportunities while

they are at hospital, but could extend to giving the children
some support when they are to reintegrate their school.
Indeed, the chronically ill children may have difficulty
returning to school after diagnosis or prolonged hospitalization~.In particular, they face many challenges as they cope
with the medical management of their disease [53]. One of
the best ways to promote a sense of normalcy for these
children is to promote regular school attendance. A positive
experience at school can help children achieve a sense of
mastery and control, increase self-esteem, promote fulfilling
peer relationships, and decrease emotional trauma resulting
from the disease [53].
Friends may disappear during prolonged hospitalizations,
and patients themselves, mainly due to poor selfesteem, may withdraw from social relationships [54].
Instead of receiving security and support from friends, the
ill child may experience illcreased stress due to teasing
and social isolation [531. In the case of cancer, a study
demonstrated that if it is explained to the class what it means
to have cancer, the patient is less likely to be bullied by
his classmates [54]. The same study [54] showed that
although they may appear to be functioning well within the
average range ol' students, the patients were aware that they
were no longer able to function as they once did, and a
number of them reported that they needed extra tutoring at
school.
3.3.3. Widelzirag the edllcntiolz of the chronically ill to

kealtlzy 1iJe.siyles
Another issue for health promoting hospitals is to
consider educating children and adolescents to liealtliy
lifestyles. Visiting the hospital and being in close contact
with health professionals provides l'or an opportunity for
general health education. Rushforth [35] provides for an
example of a family informatio~lunit which was established
within an Outpatient Department to provide children and
their families with information and education regarding
health matters.
There are a number of critical health matters for
adolescents with physical disabilities to which health
promotion efforts can be directed: tobacco use, alcohol
use, road sal'ety, healthy sexuality, physical activity,
nutrition and healthy weights, suicidc and mental health
[55]. Lower levels of peer integration, heightened adult
orientation, low educational aspirations, and poor knowledge of sexuality are possible consequelices of growing up
with a chronic disease [56]. In order to prevent eating
disorders, healtli-care providers should carefully assess
factors associated to the development of such behaviors, by
being alerl to unhealthy weight loss behaviors among
adolescent patients and routinely discuss issues of proper
nutrition, body image and coping witli negative social norms
[57]. Health-care providers Inay also play a role in order to
helping children become more physically fit and to learn to
relax and sleep better, as activity boosts a feeling of
conficlencc, makes a person more resilient, and helps to

reduce frustration and cope better with disease related stress
C41.
3.3.4. Recommendations regarding health pronzotiorz for
children as nzernbers of their corizm~~raily
At an organizational level, there is a need for a more
integrated approach to healthcare provision for children and
young people, with the hospital, community healthcare
services and primary healthcare teams working in partnership
with parents. Smith and Daughtrey [50] acknowledge the need
for more consistency and continuity in the discharge planning.
A programme of preventive and clinical care involves many
people, often from different agencies and organizations, and
the goals have to be clear along with individual and corporate
responsibilities 1581. As many actors are involved in home
care, specific programmes need to be developed [59].In order
to continuously support the f'unily, many authors recommend
LOappoint one reference person to act as the coordinator of the
various aspects linked to the child's care [5,21,33,60].
Concerning the health-care providers' practices and
behavior, it is suggested that the teachers be adequately
informed by some hospital staff, so as to l'acilitate school
reintegration and ensure that the child is able to cope wit11
hisker disease and treatliient while at school [54,61], A
school reintegration programme should consider psychosocial needs such as pecr relalio~ishipsor body image, and
emotional reactions such as depression or anxiety [53].
As I'm as the general health education needs of children
are concerned, hospitals have potentially an important health
promoting role to play. Independently of the type of disease
or health problem, health promotion needs of children
concern healthy eating, education to alcohol consumption,
sexual health, strengthening the capacity to go through Iife
without addictions, etc. In matters regarding prevention of
substance abuse, current prevention approaches could be
improved by enlisting and providing tools to institutions that
regularly serve children and youth [61]. Indeed, medical and
educational institutions are essential contributors to substance abuse prevention.
3.4. LiJe-skills developrnerzt ancl participation as a r1zenrl.s
of enzl~owerirzgclzildrerz
"Empowerment connotes enabling or allowing people
power and control for self-cletermination of life direction
and experiences" [62]. This concept is a central issue in
health promotion as defined by the Ottawa Charter [l]. Yet,
whereas the word elnpowermelit appears continuously in
health pro~notiondocuments, it is very hard to tsanslate into
reality 1631.
Put in the situation where they have to face the loss of
physical ability due to the occurrence of a chronic illness or
disability, children - as well as adults - are at risk to
experience a feeling of disernpowerment that may extend far
beyond the medical problem to engage other dimensions of
life as well 1641.
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3.4.1. Developmerzt of life-skills
The development of skills is one of the strategies defined in
the OttawaCharter [l], in order to achieveempowerment. The
development of skills is therefore an essential goal in health
education and health promotion activities. As already
mentioned, several authors have found that children with a
chronic illness are more vulnerable Ior developing problems
in peer relations [9,46,65]. Meier et al. [65] found that the
social consequences of illness were not diagnosis specific.
Comparing children with various chronic diseases (cystic
fibrosis, diabetes mellitus, juvcnile chronic arthritis, osteogenesis imperfecta, constihitional eczema, or asthma) with
nonnative data for healthy children, they found that the
chronically ill children tend to report less aggressive
behaviors and display more submissive attitudes, use less
pro-social behavior, and be less assertive as compared to
healthy children. The same authors wonder whether the
children may fail to use skills that are already within them, or
whether they have never learned the necessaly social skills,
being in a protective environment where assertive reactions
might not be necessary to achieve their inter-actional goals or
where they rarely receive feedback on inappropriate behavioc
Another finding of the study was a high social desirability
score, which suggests that the chronically ill children are
keeping up appearances or that they have a high level of
aspiration to cope with social expectations, and therefore
actually behave in a socially desirable manner [65]. Some
authors consider that the main goals for programmes
promoting positive youth development should be: compelence, confidence, connections, character, and caring [66].
The child needs to be helped to maintain as much
independence as possible, manage his or her own care, and
explore opportunities for the child to socialize with peers [41.
Major coping resources and strategies in adolescents
suffering rroln cancer for more than 2 months werc identified
as being discussions with family members, friends and healthcare providers, belief in one's own resources to cope, belief in
God, earlier life experiences, and a desire to fight against the
disease [31]. Along with energy and will power, humor is
often mentioned as an inner resource that helps cope with
difficult situations [46,67].
3.4.2. Pcirticipntion
Along with the development of life-skills, active
participation in health is another strategy defined by the
Ottawa Charter [l]. Quite a few articles were found, dealing
mainly with the ethical dilemma of how to involve children
in the decision-~n'aking process regarding their participation
in research projects, or the choice of treatment. As well as a
lack of clarity about how to decide which children are
competent, a lot of doctors have relatively little experience
of working with children [68]. In the ethical dilemma about
participation, there is a double dimension of giving consent
freely and receiving adequate information from the doctor
[691. Children and adolescents may need to engage in
frequent dialogues with the investigator or clinician in order

to be fully informed of what to expect in participation [70].
A basic pre-requisite for children to be able to participate is
that they have knowledge about what is going to happen and
why. The child's potential for understanding is generally
considerable but it is very important that understanding is
rechecked afterwards [35]. The children's capacity to
participate or their way of participating vary according to
their developmental stage. When the children are young,
their decision is in most cases influenced by the parents. A
dependency may begin at this stage, while the children are
still young, which may last through adolescence and even
into adulthood.
Another important way of participating is the process of
negotiating and making formal agreements regarding
treatment management and follow-up. This process is very
well described by d'lvernois and Gagnayre [71], who see the
formal agreement ("contract") between a health-care
provider and a patient as playing a preponderant role in
effective patient education. Indeed, if an adolescent, after
having negotiated some aspects of hislher treatment with the
doctor, feels engaged by apromise made, this promise which
is a sort of contract between the two contributes to a better
therapeutic alliance. However, health-care providers should
bear in mind that negotiating does not mean bringing the
patients to accept what the health-care providers are
proposing. Wanting the patient's own good at any cost
may prove to be damaging to the patient [26].

3.4.3. Reconzrnendations regarding empowernzent and
life-skills development
One aim of health promoting hospitals should be to help
children and adolescents develop psychosocial skills that will
help them grow into individuals capable of developing healthy
relationships with others. A WHO study team identified 10
such psychosocial skills, which they called life-skills defined
as "abilities for adaptative and positive behavior, that enable
individuals to deal effectively with the demands and
challenges of evelyday life", and thus enhance psychosocial
development [72]. These life-skills were presented in pairs in
the original report and are as follows: skills for decisionmaking and problem-solving; creative and critical thinking;
communication and interpersonal relations; self-awareness,
and coping with emotions and causes of stress.
Judd [64] invites every healthcare professional to pay
attention to every sign that may be indicative of a process of
disempowerment in a child facing a difficult situation due to
hisher chronic illness or physical disability. The care given
to hospitalized children should focus both on reducing their
distress and giving them a sense of mastery and control
within the confines of their hospitalization experience [35].

4. Discussion and conclusion
The aim of this review of the literature was to clarify what
health promotion for children and adolescents in hospitals is

about. The results above are therefore mostly descriptive of
existing practices. Moreover, different types of recommendations for practice were presented as they emerged from the
literature review. These recommendations can be subsumed
as follows.

4.1. Prncrice implications
A t an organizational level, it is in particular recotrunended
to develop professional networking, in order to ensure
contin~rityof care. Professional networking should be developed within the hospital, and between the hospital and the
health-care providers outside the hospital. It is also recommended to develop child-friendly PI-emises and cornmunication procedures, such as playrooms with puppets, animals, and
other tools that facilitate an interactive communication process,
respecting the child's developmental stage.
Concerning the skills of health-care providers, it is
recommended to train them to better understand the 11eedsof
children in relation wit11 developmental issues, and to
support them to cope with emotional aspects of supporting
children in d~stressingsituations, such as the disease or death
of a close relative.
Concerning ihe health-care providers' practice, it is
advised to develop family-oriented healthcare by more
syste~naticallyaddressing the needs of parents visiting a sick
child, as well as the needs of children visiting a sick parent.
In order to allow for continuity of care, althougl~most
information regarding the child should be shared by all
~neinbers of the team (unless the child explicitly asks
solmeone to keep secret some piece of inrormation), thcre
should be anlong the team one person acting as a coordinator
01-a reference person the child and hisher lalnily may turn
to, should they need any information or help. This person
should act as a liaison person or facilitator between the
Samily and other health-cue p~.oviders.
Concerning the children's educatio~lal needs, it is
recorn~ne~lded
to develop health pronlotion and empower~ n e n loriented patient educatio~lintcrventions, by systematically olfering psycl~osocial counseli~lg and support.
Before giving any disease or treatment related inf'ormation,
cl~ildrenshould be allowed to express themselves on what
they know or think about their disease and treatment. Also
children should participate in the identification of their own
psychosocial needs and clifliculties. Relatives and peers
ought to be integrated In palienl education programmes.
Genesal I~ealtheducation interventions on issues such as
healthy eating, prevention of substance abuse, sexual and
reproductive health, etc., and on general protective factors
and life-skills, should be developed.
Regarding the education OSthe Samily ancl environment, 11
is advisecl to develop school reintegration programs, starting
on the premises during hospitalization and extending beyond
tl~ehospital walls, to train teachers to deal with specific
~nedicalaspects oS the treatment, and to inCol111 classmales
so as to beticr accept and integrate the sick child.

This research focused on contents of interventions
rather than on methods and procedures. Yet, it is important
to stress that no matter what issue is considered, the
approaches to educating children and communicating with
them should be "child-friendly", which means that methods
such as drawing, vignettes, projective techniques should be
given the preference in the information-gathering process
over more traditional methods such as questionnaires or
interviews [73]. Also, in the education process, children
should be engaged in the description of their own experiential
world, rather than being asked about more abstracted "adult"
concepts such as disease or health [73].Rushforlh [35]
reminds that children and adolescents find it often difficult to
relate their healtl~behaviors to long-term consequences. She
therefore recommends that health professionals focus on
short-term benefits of health actions and behaviors, so as to
increase participation and optimize health.

4.2. Furtlzer research issues
The results of our literature review also suggest some
topics that ought to be investigated further in order to be able
to issue iurlher recommendations I'or practice. In particular,
the impact of childhood ~llnessand hospitalization on later
adult life (1.e. does the child develop into a more dependant
adult?) ought to be further investigated. There is a need to
understand better in whicli ways the care givcn to the ill child
Inay be translated later into a delayed or impeded entry into
adult role, which might occur because of a high level of
control or respo~lsibilityretamed by the parents [g]. The
effectiveness of patient educatio~lprogrammes adapted to
the ch~ldren'sdevelopmental stage and using child-friendly
methods and tools s11ould be evaluated, so as to issue models
of good practice. Apart from quite an abundant literature on
childhood cancer, a gap was found in the literature on factors
influencing the psychosocial adaptation of young children to
their illness, Indeed, the literature focuses inainly on
adolescents. This may be partly clue to the fact that the
focus is one11put on compliance, and it is assumecl that the
parents take responsibility for the treatment in early
childhood. Yet, it would be useful to investigate further
how children are doing and how much responsibility they are
generally given, and what they are willing and able to take.
Another gap in the litel-aturc concerns the way the concept of
empowerment Inay be translated into practice. Indicators of
empowerment as well a s strategies to pronlote the
empowerment process should be developed.

As a conclusion, we would like to remind how much
health matters and development issues are intcr-related in
children and adolescents. Child development refers to the
process of adaptation that occurs as children acquire
increasingly co~nplex skills and are socialized into the
roles, rights, and responsibililies of their society [G]. Child

development also refers to the process of learning to act as
autonomously as possible. The occurrence of a disease, by
imposing limits and constraints, may restrict the autonoiny
of a child. Within the limits of their condition, health
pro~notioninterventions seek to foster an empowerment
process that will enable children to acquire as much control
as possible on the factors influencing their health and quality
of life.
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