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The spirit of the editors  

and the motto of the European Paediatric Association/Union of 
European Paediatric Societies and Associatioins (EPA/UNEPSA) 

are: 
The empowerment of healthy and sick children 

in a child friendly Europe 
must have priority. 

 
Priority in the context of child health care services means the following: 

 
1. Prioritization means talking about the next and not the farthest challenge. 
2. With regard to child health care services, each nation must define its own  

priorities and responsibilities concerning the abolishment of deplorable states of 
social affairs.  

3. Setting priorities means to decide on what must be done first and what can 
wait (prioritarianism) and when it is time to act.  

4. Priority means clarifying who takes responsibility for the actions  
(individual, national or international social responsibility). 

5. Priority setting includes an either-or-decision  
as well as the choice between three or more alternatives  

(decision making on pros and cons). 
6. Priority setting means answering the question of where and how the 

nominated experts can most effectively use their capacity and what the expected 
benefits will be (utilitarianism). 

7. Priority means clarifying how it can be ensured that disadvantaged individual 
people and groups in the society can reach the 50th centile of a "quality of life 

and health  scale" of a national population (egalitariansm). 
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1. Preface 

 

"This I believe" is a successful series of broadcasts starting in the last 

century in the USA with people from all walks of life and sharing 

their personal philosophies.  

 

In 2017 and 2018, we asked prominent care providers for children 

throughout the world, as well as patients and their families to describe 

their priorities relating to child health care services according to their 

own experience and feelings. After stimulating their minds with 

questions that usually require broad answers, we decided to challenge 

the authors by asking them to compress their views into a 

philosophical framework differing from the reqirements of scientific 

journals and books. We felt that this challenging approach would both 

focus and strengthen their views and visions.  

 

In fact we had asked for a specific short story that was based on 

memory, empathy and mindfulness. The manuscripts were limited to 

500-600 words, however, we accepted a few exceptions, thus 

differing from the strict rules of other editorial boards. The authors 

were asked to focus on one single priority instead listing several 

priorities and aiming for completeness. We also asked authors to 

primarily describe why their proposals should have priority, thus 

deviating again from a strict scientific approach which would require 

concentrating in a balanced format with pros and cons of an idea or 

vision. Last but not least we wanted the authors to be authentic by 
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writing on a special health care subject rather than about it, thus 

choosing their own topic and giving their own philosophical views. 

 

All this should be done not in opposition and contrast to science, but  

in "riding the wave and making true the dreams" related to the 5Ps in 

medicine: predictive, personalized, preventive, participatory and 

purpose-driven care, as generated from  the cornerstone  ideas of Jean 

Dausset, 1980 Nobel Prize Laureate in Physiology and Medicine. 

 

In summary, this book offers more than a collection of short scientific 

articles. 

 
Hannover, June 3rd, 2018 

Jochen Ehrich, François Corrard and Natale Gaspare De Santo  
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2. Introduction 

 

One of the most threatening phenomenona of postmodern people living in 

politically safe countries is that they tend to ignore relevant current and pressing 

major problems with long term consequences. They tend to anxiously avoid 

solving these most obvious problems of high priority, addressing instead their 

activities to more remote issues of minor significance. This attitude is called 

"Schmerz-Vermeidungs-Verhalten" (pain avoidance strategy) in psychology and 

is a mixture of complacency, escapism and procrastination. In the context of 

child health care this means leaving unsolved things - that should be addressed 

now by the current generation - to the next generation, because today's adults do 

not want to commence and to get involved in these most inconvenient, probably 

painful and eye-opening activities.  

 

The terms "bio-anthropo-sphere" and "anthropocene" anticipate the influence 

of human behaviour on the earth's atmosphere and nature as so significant that 

several scientists concluded that it is justified to constitute a new geological 

epoch. Today, the most serious problem of mankind is to prevent humans and 

the earth from being endangered by the human species, its destructive and 

unperformed activities. The most vulnerable part of our society are neonates, 

infants, children and adolescents, irrespective of whether they live in rich or 

poor countries. In fact, the duration of the life threatening exposure to 

catastrophes is the longest for the young generation.  

 

Is it up to paediatricians to improve survival of those young people at risk 

belonging to the most endangered part of the society?  The answer is yes. The 

term "child advocacy" refers to individuals, professionals and organizations 

who are seeking to protect children's rights which are abused in many ways. If 

children have rights, then adults will have duties to transfer these rights from 

https://www.collinsdictionary.com/dictionary/english/leaving
https://www.collinsdictionary.com/dictionary/english/want
https://en.wikipedia.org/wiki/Geological_epoch
https://en.wikipedia.org/wiki/Geological_epoch
https://en.wikipedia.org/wiki/Children%27s_rights
https://en.wikipedia.org/wiki/Child_abuse
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theory into practice. The philosopher François Vallaeys wrote: "What does it 

mean to be responsible for the impacts of acts?" This question points to a 

profound meaning.  Although based on many legal aspects, advocacy for 

children  includes a wider invitation to a "commitment of solidarity with 

children". Does this mean for adults to be socially responsible for children? The 

answer is yes. How can responsibility in relation to individuals and all children 

be legally and morally installed? Will individual paediatricians and paediatric 

organizations have to take on the burden of the entire population of children?  

The answer will be that it can hardly be fulfilled. Of course, responsibilities will 

give paediatricians not only burdens but also positive feed-backs and thereby 

satisfaction. There is no humanity without responsibility.  

 

We believe that the actions of each paediatrician - starting within his/her narrow 

surrounding - has global, universal and systemic implications. Therefore, we call 

this attitude  international responsibility. It is the international responsibility of 

all European paediatric associations to improve those social and environmental 

factors  negatively affecting the life of all children on earth. International 

social responsibility (ISR) is based on legal obligations, however, it goes 

beyond the law. Moreover, ISR embraces more than corporate social 

responsibility (CSR). ISR of European paediatric associations requires 

coordination between children, families, caregivers and stakeholders who are 

dealing with child health care. Paediatric associations cannot solely be socially 

responsible because the impacts of their activities overlap with those of other 

societies. Furthermore their single voices are not strong enough in society to 

induce sustainable changes and improvements. Sustainability is an ideologem 

for describing the impact of activities in favour of child health. Sustainable 

development must meet the actual and future needs of children and their 

families. 

"Sometimes I just sit and think". 
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“Most people spend too much time on what is urgent and not enough time on 

what is important.” 

"Desires dictate our priorities, priorities shape our choices,  

and choices determine our actions." 

 

Strategic priorities are the values that enable the organization of child 

health care service systems to achieve their goals. This booklet contains a 

collection of individual short stories and comments reflecting the priorities of 

authors concerning their view on imminent challenges in child health care. The 

arrangement of different manuscripts should not obey formal classification 

criteria of medical science. Instead, the manuscripts were coordinated according 

to the literary assembly technique ("literarische  Montagetechnik"). At first 

glance, the topics appear arbitrarily compiled, but they have all been united, 

including a mosaic-like mesh that brings together the different priorities into a 

whole.  

 

The editors encourage the readers of this booklet to stop their ongoing activities 

for a while, to take a deep breath,  to read, to think, to discuss and finally to 

comment in writing on their reflexions to the editors. These comments will be 

added to the respective article they are referring to and - if successful - the 

editors may add additional information to a second edition of the booklet which 

may be available online in the not so distant future. Thus, an online version of 

the booklet could hopefully undergo a permanent metamorphosis to become a 

"growing and living treasure of dynamic knowledge". 

 

Why is this booklet written in EURO-English? Why adding Euro-English to 

English-English and to American-English without risking ending up in Pidgin-

English, a  simplified and amputated English used for communication between 

people with different languages? First of all, the articles should, of course, not 
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be governed by Google-English. We have decided that the Euro-English in this 

book should reflect some polyglot charm of the different native languages of the 

authors who - by the way - would have invested far less time and effort had they 

written their elaborate manuscripts in their respective native language. Thus, we 

want to retain these stimulating national aspects which could otherwise have 

been lost in translation by a professional translator. Those readers who are 

multilingual will understand our philosophy that the linguistic idiosyncrasies 

may add fascination and a special atmosphere to our book for paediatricians and 

lay people reflecting diversity, heterogeneity, variety and disparity in child 

health care service systems.  

 

Who were invited to submit a manuscript and what were the selection 

criteria? 

It was not a coincidence that the three editors started this joint project. Their 

interest in medical philosophy connects these three paediatricians. Their choice 

of authors were not made at random. They are all well known to the editors and 

were selected because they had to tell a story.  
 

Our initial letter of invitation: 

Dear colleague and friend, 

as members of the scientific advisory board of the European Paediatric 

Association/Union of National Paediatric Societies and Associations 

(EPA/UNEPSA) we are asking friends and very well-known colleagues of us to 

become co-authors of this booklet. 

What is it all about? 

"This I believe" has been a successful series of broadcasts in the last century in 

the USA presenting personal philosophies of thoughtful persons in all areas of 

life. 

In 2017, Jochen started asking prominent care givers for children of the world, 

as well as patients and their families to describe their priorities of child health 
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care services according to their own experience and feelings. In fact he is asking 

for a specific short story that is based on memory, empathy and mindfulness.  

The short manuscripts should not exceed 500+/- 100 words. The authors are 

asked to please focus on one single priority instead of aiming at achieving 

completeness by listing several priorities. We also ask to primarily describe the 

chances of their proposed priorities, thus deviating from a strict scientific 

approach which would have had to concentrate in a balanced way upon both 

chances and risks.  

Last but not least we want the authors to be personal in making it their own 

philosophical and medical subject. In summary, this book aims to offer more 

than a collection of short scientific articles. 

We invite you to contribute to this project by writing and submitting your own 

statement of personal belief. Please choose your own topic.  

Best wishes  

Jochen Ehrich, François Corrard, Natale Gaspare De Santo  

 

A second letter was sent to those colleagues who had agreed to submit their 

manuscript: 

Dear authors, 

as you can see from the attached manuscripts the Editors decided to add a few 

comments to some of the submitted manuscripts. The comments will be made by 

the Editors themselves or by invited authors. 

The reason for our strategy is based on our editorial experience that the 

combination of articles and comments will add an extra quality to the booklet 

and that it will make the reading more attractive for the readers.  

In our opinion, all submitted articles will stimulate the readers to compare their 

own priorities, feelings and opinions with those of the authors, and after a while 

the readers will make up their own minds. This process of reflection can be 

enriched if adequate comments coming from the editorial board or other experts  
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expand the "inner dialogue between reader and author to a virtual triangular 

discussion.  

The Editors guarantee  

1. that they will inform all those affected authors that a comment will be added 

to their text, 

2. that the authors will be offered the possibility to send a written response to 

the comment which may be added by the Editors to the comment, 

3. that only those comments and answers will be accepted by the Editors which 

are respecting rules of academic disputations and ethics and which will not 

attack any  author as a person,  

4. that the Editors will themselves act as authors of comments. However, this 

does not mean that they will be the only ones to write a comment. Instead, the 

Editors will act as coordinators for inviting internal (i.e. the other co-authors of 

the book) or external reviewers for both manuscripts and comments. Thus, the 

Editors will do their best to stimulate the culture of  scientific debate, however 

they will try to avoid any  unwanted academic disputes and complaints in times 

of "fake news and power seeking people". 

The editors discussed the attractive plan of making this booklet a "never ending 

story" by putting it on the Internet, e.g. the EPA Website and allowing a "twitter 

like exchange of mails" with up to 200 words. However, we do not feel that time 

has yet come to start such an "endless loop". 

Best wishes  

Jochen Ehrich, François Corrard, Natale De Santo  
 

After one year of collecting the manuscripts, two thirds of invited authors had 

submitted their manuscript. Ten percent of contacted people did neither respond 

to the initial invitation to write a manuscript nor did they respond being 

reminded. Another ten percent claimed to be too busy to concentrate on a 

subject that they did not regard as having priority in their life. Another ten 

percent did not feel prepared for such a task because of insufficient knowledge 
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of the English language. Some people were uncomfortable writing a short story 

having a deeper medical, psychological and philosophical content. Some of 

them explained their reasons for abstaining from sending their own story. For 

instance one family having lost their child more than twenty years ago answered 

to my invitation which  reads: 

 
Dear Mr and Mrs Anonymous, 

I am referring to our recent phone call and I sincerely hope that my intention for 

asking you to submit a short manuscript on a personal subject and priority 

dealing with "This I think should have priority in child health care services in 

Europe" will not be regarded as an immorally intrusive or journalistic activity. 

Attached please find my letter of invitation explaining a few formal details of the 

booklet. 

More importantly I also add some manuscripts which had been submitted by 

people having a very different background, ranging from young patients to 

parents, nurses,  psychologists, philosophers and paediatricians. 

Looking forward to hearing from you. 

All my best wishes 

Jochen Ehrich 

 

Response: 

Dear Dr Ehrich,  

Thank you very much for your invitation to join this very worthwhile endeavour. 

First of all, I did receive your email, and have tried to put pen to paper a few 

times. I find it hasn’t been possible for me to write in one sitting, as I need time 

to reflect, adjust, revise, etc. Many varied thoughts have emerged from these 

attempts, but I have been unable to coalesce them into a meaningful and 

coherent contribution. 

Years ago, my husband and I decided to concentrate on all the things that made 

our child so special, other than the illness, as for too long, this illness 
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necessarily took centre stage. Since one of our main goals when our child was 

alive was to keep it from developing a sick person’s mentality, we find it very 

difficult to go back and concentrate on aspects of its life that ruled ours for far 

too long a time. We love the memories of our funny, joyful and wise child, and 

feel that these should have priority for the rest of our lives. 

We certainly do not want to hold up your publication, and honestly, we cannot 

say when we might have an article ready that we feel would be a meaningful 

contribution. It would therefore be best if you go ahead without us. We both 

wish you the best of luck in this most important work you have begun 

Very warm regards, 

Mr and Mrs Anonymous 

 

In summary, the 80 authors of this book had a different background concerning 

nationality, profession and age. They live in 25 countries and their ages range 

between 20 and 90 years. The majority of authors were paediatricians or other 

medical specialists, however, there were also patients, parents, teachers, nurses, 

psychologists, philosophers, film makers, biologists, economists, journalists, 

physicists, chemists, and others. 

 

What unites all the authors? We believe that their common theoretical 

background relates to solidarity and responsibility for children, families, 

colleagues, society, environment and a peaceful world. They know that those 

children in the world who most need good paediatric care are the least to get it. 

As we ponder the future of child health care, we would do well to remember 

this. There is the need to consider the wider determinants of child health: 

education, housing, nutrition, hygiene and above all the intact family. 

The authors also believe in the role of salutogenic factors. However, where are 

the theoretical, political and philosophical platforms for starting joint efforts to 

improve both general health care and medical care?  
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The authors are no dreamers because they know about world wide inequity of 

care. However, they have their own visions which are summarized in this book.  

 

Yet, the manuscripts in this book possibly raise more questions than offering 

easy answers. However, the questions raised already contain the pathways for 

readers to find their own answers.  

 

The most important question for all areas in child health care, having priority, 

must start with  a "WHY". Next comes "WHAT", then "HOW" and lastly 

"WHEN". We think that many projects have failed to improve child health 

because the stakeholders started their projects by asking "How can we do it?" 

Very often this strategy will lead to endless discussions and controversies which 

result in the unsuccessful end of a project.  

 

Indeed, our topics are guiding the readers through a jungle of priorities.  

 

However, this booklet does not aim at completeness of topics. Instead, the 

authors want to show new ways of looking at the spectrum of successfully 

managed challenges  to hitherto unsolved problems.  

 

In summary, it belongs to those books wanting to embark on new territories in 

terms of form and content. 
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Dreaming of a better future 
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3. Vorwort 

 

Jean Jacques Rousseau (1712-1778) : 

 "Viele Kinder haben schwer erziehbare Eltern." 

 

Rudolph Virchow war möglicherweise einer der ersten Ärzte, die publiziert 

haben, dass Medizin auch eine politische Wissenschaft ist. Das vorliegende 

Buch soll alle Leser anregen, Studien und Publikationen zur 

gesundheitspolitischen Epidemiologie zu fordern, deren Forschungsthemen sich 

auf den Einfluss von politischen Institutionen auf die Kindergesundheit und auf 

die Gesundheitsversorgungssysteme fokussieren.  

Offensichtlich haben die Gesundheitssysteme vieler europäischer Länder große 

Probleme, die notwendigen Änderungen der Versorgungsleistungen von der 

Theorie-Ebene über die politische Exekutive auf die Praxis-Ebene umzusetzen. 

Häufig werden als Ursachen der Krise Finanzierungsprobleme und 

Kompetenzprobleme der Führungskräfte angesehen. Andererseits werden 

unzureichende Mitbestimmungs-Wege und Mitverantwortung, sowie mangelnde 

Motivation der unteren Ebenen zur Teilhabe an notwendigen Veränderungen als 

Erklärung für die zögerlichen Umsetzung von Theorie in die Praxis angeführt. 

Im vorliegenden Buch werden vor allem persönliche Sichtweisen und Prioritäten 

sowie konkrete Vorschläge und übergeordnete Anregungen zur Entwicklung des 

Gesundheitsservice für Kinder in Europa zur  Diskussion gestellt.  

Das Kind und die zentrale Koordination durch niedergelassene Kinderärzt/Innen 

("gate keepers") bei der  stärkeren Zusammenarbeit aller Behandler werden von 

uns ins Zentrum unseres Buch gerückt.  

Allgemeine Gesundheitsversorgung (health care) und medizinische Versorgung 

(medical care) von Kindern und Adoleszenten überlappen sich und sollten nicht 

getrennt organisiert werden. Zu ca. 85% hängt der Gesunheitszustand von 
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allgemeiner Gesundheitsvorsorge ("child health care") ab und zu 15% von 

medizinischer Versorgung ("paediatric care").  

Die Vermeidung von sozialer Ungerechtigkeit wie z.B. Armut, 

Bildungsnotstand, mangelnde Sicherheit, externe Faktoren der gestörten 

psychomentalen Entwicklung sowie Ernährungsprobleme gehört zu den 

wirksamsten präventiven Maßnahmen. Kinderrechte - wie das Recht auf 

Gesundheit - stellen die juristische Grundlage aller gesundheitspolitischen 

Maßnahmen dar und wurden daher in die nationalen Verfassungen zahlreicher 

Staaten in unterschiedlicher Form und Ausführlichkeit aufgenommen. Das 

aktuelle Grundgesetz der Bundesrepublik Deutschland (DGG) stellt zwar den 

Menschen allgemein, sowie die Ehe und die Familie in das Zentrum, unterlässt 

es aber, auf Kinderrechte im Speziellen, d.h. in Abhängigkeit von den 

unterschiedlichen Entwicklungsstufen der Kinder konkret einzugehen. Die 

UNICEF forderte 2013 die deutsche Politik auf, die UN-

Kinderrechtskonvention (UNCRC) aus dem Jahre 1989 im DGG zu verankern. 

Dies ist bisher nicht erfolgt. Wir schließen uns der UNICEF-Forderung an, da 

die zeitgenössische Familie mit ihren heterogenen Formen nicht ausreichend 

Schutz für Kinder garantiert. Letztlich ist jeder Mensch – unabhängig vom Alter 

- allein auf sich gestellt und braucht Rechtssicherheit. Die deutsche Politik kann 

von den Erfahrungen anderer Länder lernen und das Bewährte übernehmen. Sie 

sollte weiterhin einen raschen Konsens anstreben, um die gesetzlichen 

Grundlagen zu formulieren und in das DGG aufzunehmen. Daraus hervorgehend 

sollte die Politik die Umsetzung der gesetzlichen Theorie in die Praxis zügig und 

sorgfältig durch fördernde Maßnahmen voranbringen.  

Die Investition in den Schutz und die Entwicklung der Kinder von heute ist 

lohnend für  das Leben der Erwachsenen von morgen. Jugendliche sind keine 

unreifen Erwachsenen, Kinder keine kleinen Jugendlichen, Säuglinge keine 

kleinen Kinder, und Neugeborene keine kleinen Säuglinge: Kinder haben einen 

individuellen Persönlichkeitswert. Sie sind gleich wertvoll wie Erwachsene, 



 32 

wenn auch in einer anderen Art. Sie haben deshalb Anspruch auf Respekt vor 

ihren Rechten und auf deren Berücksichtigung wie jeder Erwachsene auch. Der 

Philosoph Rousseau schrieb: "Der Mensch ist frei geboren, aber überall liegt 

er in Ketten". Leider irrt Rousseau in der Annahme, dass der Mensch frei 

geboren ist. Bereits bei seiner Geburt  bestimmen genetische und soziale 

Faktoren sein Schicksal. Der unfreie Bürger ist die Norm und er muss immer um 

die Freiheit kämpfen, d.h. um individuelle Entscheidungsfähigkeit und um 

Freiheit des eigenen Willen. Philosophierendes Denken, also Vernunft, 

Neugierde, kritische Wahrnehmung und Erkenntnis sind nicht auf das 

Erwachsenenalter begrenzt. Bei Kindern sind sie alters- und 

entwicklungsabhängig in einer Art Kompetenzleiter dynamisch ausgeprägt und 

durch kinderfreundliche Rahmenbedingungen stimulierbar. Hierzu gehören 

Informations-, Überzeugungs-, Anreiz- und Abschreckungssysteme, die 

unterbewusste Entscheidungshilfen mit einschließen. 

Deutschland muss seiner internationalen sozialen Verantwortung besser 

gerecht werden und ein Zeichen für solche Länder setzen, in denen die Rechte 

der Kinder noch nicht ausreichend geachtet werden.  

Obwohl sich "integrierte Versorgung" - klare Konzepte vorausgesetzt - auch 

für die Kindergesundheit als ein plausibles Modell anbietet, scheint sie derzeit 

auf der Ebene eines unbeweglichen Ideologems stehen geblieben zu sein. 

Konkrete und konzertierte Aktionen fehlten sowohl auf der Ebene der 

verschiedenen Ministerien als auch bei den zersplitterten medizinischen 

Leistungserbringern. Wenn - wie in Großbritannien - durch politische 

Fehlentscheidungen zusätzlich dem öffentliche Gesundheitsdienst und den 

Familien die finanzielle Basis gekürzt wird, dann droht die breiteste Basis für 

eine erfolgreiche Arbeit im Bereich der Gesundheitsversorgung für Kinder zu 

zerbrechen.  

Die positive Korrelation zwischen Gesundheit und Wohlstand ("health and 

wealth") ist gut bekannt, aber finanzieller Wohlstand ist nicht die einzige 
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Stellschraube für erfolgreiche Maßnahmen. Dies bedeutet, dass neben der 

Stärkung von Freiheit und Partizipation auch die Erkenntnisse des 

Nobelpreisträgers Robert Thaler zur Verhaltens-Ökonomie bei der Lösung der 

gesellschaftlichen Gesundheitsprobleme beachtet werden sollten. Im 

Zusammenhang mit Kindergesundheit bedeutet dies eine Art von "zentralem 

libertärem Paternalismus", in dem durch gezieltes Anstupsen, sogenannten 

"Nudges" (engl. leichter Stoß), die Familien in ihren Gesundheits-relevanten 

Entscheidungen zum Positiven beeinflusst werden.  

Erfahrungsgemäß sind ein Viertel aller ambulant vorgestellten Kinder gesund 

und beanspruchen ein Drittel der Arbeitszeit der niedergelassenen Kinderärzte 

zur Durchführung präventiver Maßnahmen. Die Weiterbildung von 

Kinderärzten in Präventivmedizin, "Public Health" und Adoleszentenmedizin 

und auch die berufliche Qualifikation mitarbeitender Arzthelferinnen und 

Kinderkrankenschwestern sind aber nicht einheitlich in Europa definiert. 

Präventive Maßnahmen werden nicht immer auf die ganze Familie ausgerichtet. 

Meiner Meinung nach sollte die familienorientierte Patientenführung in allen 

europäischen Ländern in den Händen von Ärzt/Innen liegen, die mindestens 1 

Jahr im Bereich der primären, ambulanten Kinderversorgung ("primary child 

health care") ausgebildet wurden, da Spezialkenntnisse erforderlich sind, die in 

Krankenhäusern zu wenig vermittelt werden. Die Arbeit aller Kinderärzt/Innen 

beinhaltet die Interessenvertretung ("advocacy") der Kinder im Sinne 

zunehmender Mitarbeit bei Entscheidungsfindungen der sozialen Systeme 

(Politik, staatliche Institutionen).  

Zusammenfassend ist zu fordern, dass Kinder und Familien im Zentrum 

politischer Gesundheitsreformen in Deutschland und in der Europäischen 

Union stehen müssen, um die Kindergesundheit durch Verbesserung der 

sozialen Rahmenbedingungen weiter zu verbessern. Die Altersgruppe der 10-19 

Jahre alten Adoleszenten bedarf dabei einer stärkeren Förderung und Motivation 

zur Mitarbeit, um beispielsweise nicht nur die psychomentale Bedrohung durch 
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Verrohung, Suchtverhalten u.a. zu reduzieren, sondern um andererseits auch 

salutogene Faktoren wie z. B. familiäre Bindung, gesunde Ernährung, täglicher 

Schulsport u. v.a. m. zu stärken. 

Der öffentliche Gesundheitsdienst (ÖGD) muss im Rahmen zunehmender 

Ganztagskindergärten und -Schulen zusätzliche Rollen übernehmen, die bisher 

allein in der Verantwortung der Familie lag. Dies betrifft nicht nur primär 

präventive Maßnahmen wie z.B.  Impfungen, Ernährung, Gesundheitserziehung 

u.v.a.m. sondern auch die Versorgung chronisch kranker Kinder. Lösungswege 

beinhalten die Einrichtung von Stellen für Kinderärzte, 

Gesundheitsberater/Innen, und Kinderkrankenschwestern in Kindergärten und 

Schulen. Im Rahmen der Zusammenarbeit sollten staatlich verordnete 

Maßnahmen nicht dominieren, sondern familiäre Verantwortungsübernahme, 

Partizipation und Einhaltung von Rechten und Pflichten gefördert werden.  

Die Möglichkeiten der komplexen pädiatrischen Versorgung außerhalb von 

Kinderklinken, d.h. in den Familien zuhause ("home care") oder in 

unmittelbarer Nähe der Familienwohnungen ("community care") haben sich in 

den letzten Jahren erweitert. Kinder, die eine intravenöse Antibiotika-Therapie, 

Chemotherapie, Langzeitbeatmung oder Rehabilitationsmaßnahmen erhalten, 

müssen nicht mehr notwendigerweise in Krankenhäuser eingewiesen werden. 

Diese positive Entwicklung setzt jedoch voraus, dass die behandelnden Ärzte 

und Institutionen stärker als bisher zusammenarbeiten. Diese Zusammenarbeit 

betrifft viele Bereiche, wie z. B. das Management unklarer Fälle durch ein 

effektives Triage-System. Die Notfallversorgung bedarf etablierter 

Patientenpfade entlang der pädiatrischen, chirurgischen und psychiatrischen 

Versorgungswege. Die Absprache und Zuordnung von Maßnahmen der 

primären, sekundären und tertiären Prävention erfordert unterschiedliche 

Konzepte in Anhängigkeit von den jeweils bestehenden lokalen Gegebenheiten. 

Es gibt keine Einheitslösungen. Sozial benachteiligte Kinder und Familien 

benötigen umfangreiche, gesundheitspolitisch beschlossener Schutzmaßnahmen, 
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an denen Kinderärzte wesentlich beteiligt werden sollten, und bei deren 

Umsetzung in die Praxis das öffentliche Gesundheitssystem eine koordinierende 

Rolle spielen sollte. Kinder mit chronischen Erkrankungen benötigen ein 

Netzwerk von Generalisten und vielen Spezialisten, deren Einzelsichtweisen 

von einem spezialisierten Fachteam koordiniert werden sollten.  

Eine ideale individuelle pädiatrische Versorgung ist dann erreicht, wenn sie 

überall ausreichend vorhanden, für alle Kinder zugänglich, qualitativ 

angemessen und bezahlbar ist. Die niedergelassenen Kinderärztinnen und –

ärzte sind für Familien mit Kindern die primären Ansprechpartner. Pädiatrische 

Versorgungslücken bestehen derzeit in vielen Gegenden Deutschlands, vor 

allem außerhalb der Praxisöffnungszeiten. Ortsgebundene  Versorgungsmodelle 

sollten einen kinderärztlichen Notdienst der niedergelassenen Kinderärzte mit  

geregelten Zeiten beinhalten. Die Versorgungsbereiche sollten definiert sein 

durch Einwohnerzahl und Entfernungen bzw. Erreichbarkeiten. Außerhalb 

dieser Zeiten werden Notfälle durch nächstgelegene Kinderabteilungen oder 

Kinderkrankenhäuser versorgt. Zur Notdienstzeit  bietet sich eine gemeinsame 

Notfallversorgung durch Krankenhausärzte dieser Einrichtungen und 

niedergelassene Kinderärzte, ggfs. in ländlichen Gegenden Allgemeinärzte, an, 

d.h. Anbindung des kinderärztlichen Notdienstes räumlich direkt an einer 

Kinderklinik. Kurzzeittherapien in stationären Betten („Holding Areas“, 

unterhalb 12 Stunden, z.B. akute Rehydratation, Asthmatherapie  überbrücken 

die Lücken zwischen ambulant und stationär. Ein für die Zukunft denkbares 

Konzept ist die Einrichtung von Kinderarztpraxen („Portalpraxis“) im 

ambulanten Bereich eines Krankenhauses ohne eigene Kinderabteilung.  

In Kinderarztpraxen sollten binnendifferenzierte Qualifikationen etabliert 

werden, d.h. auch einen Wechsel von der Einzelpraxis zu einer „Gruppenpraxis" 

mit multidisziplinären Teams und Mitgliedern unterschiedlicher 

Berufsgruppen ermöglichen. Hierfür sind vor allem flexible Arbeitszeitmodelle 

und gerechte Finanzierungsmodelle zu fordern.  
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An einigen  Kinderkliniken bestehen bereits Leitlinien zu Patientenpfaden bei 

der  Behandlung und Versorgung einzelner Erkrankungen, die bei Aufnahme 

beginnen und mit der Entlassung enden. Diese sollten aber stärker weitere 

Behandlungsteams und - orte integrieren. Bei chronischen Erkrankungen 

müssen diese Patientenpfade den gesamten Krankheitsverlauf soweit wie 

möglich von Diagnosestellung bis zum 18. Lebensjahr und zur Transition in die 

Erwachsenenmedizin voraussehen.  

Die kinderärztliche Praxis der kommenden Jahre wird eine Praxis mit 

Anwesenheit mehrerer Ärztinnen und Ärzten sein, die sowohl überlappende als 

auch ergänzende Spezialkenntnisse anbieten, wie z.B. Adoleszentenmedizin. 

Diese Binnendifferenzierung wird damit nicht Halt machen, sondern auch 

zeitlich differierende Angebote von Arbeits-Teilzeit bis - Vollzeit anbieten 

müssen. Eine Familien-orientierte Versorgung sollte im Vordergrund stehen.  

In wie weit im europäischen Ausland (Schweden, Finnland) sehr erfolgreiche 

Konzepte zur multi-disziplinären Versorgung einschließlich "nurse 

practitioners" auch in anderen europäichen Ländern Erfolg haben werden, hängt 

von der Flexibilität aller Entscheidungsträger ab. Wesentlich ist dabei zu 

beachten, dass jegliche medizinische Tätigkeit besonders bei Kindern und 

Jugendlichen auf Empathie aufbaut und eine spezielle Art der Kommunikation 

voraussetzt, die sich von der Erwachsenenmedizin deutlich unterscheidet. In 

Deutschland sollte nicht versucht werden, das "Rad der ambulanten Pädiatrie" 

neu zu erfinden, zumal nicht auf den Gebieten, in denen das jetzige System gut 

funktioniert. Stattdessen sollten die in anderen Ländern gemachten Erfahrungen 

analysiert werden und nach sorgfältiger Prüfung zu sinnvollen Veränderungen in 

unserem Land führen. Voraussetzung für erfolgreiche Konzepte ist eine  

Optimierung der Zusammenarbeit von Generalisten und Spezialsten in der 

Pädiatrie. 

Schlussfolgerungen: Der Slogan "Kinder sind unsere Zukunft " ist 

missverständlich, weil er im medizinischen Zusammenhang bedeuten könnte, 
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dass unsere Kinder die gegenwärtigen Probleme im Gesundheitssystems, die die 

Erwachsenenwelt nicht lösen kann, in der Zukunft  lösen sollen. Dieses 

abzulehnende Konzept würde bedeuten, dass Verantwortlichkeit von 

Erwachsenen auf ihre Kinder delegiert wird. Die Frage muss vielmehr lauten, ob 

die gegenwärtige Generation der Erwachsenen ein überzeugendes Konzept zur 

Vorbereitung der Kinder auf ein gesundes zukünftiges Leben entwickeln kann 

und will. Bei der Planung von notwendigen Veränderungen im 

Gesundheitssystem müssen die Interessen der Kinder im Zentrum stehen und 

nicht die Interessen der Dienstleistenden. Es fehlt in Deutschland nicht an 

konstruktiven Ansätzen, Einzelaktionen und Pilotprojekten der pädiatrischen 

Fachgesellschaften, und vor allem nicht am Geld. Es fehlt aber an Daten aus 

der Versorgungsforschung (z.B. "paediatric workforce, disease surveillance") 

und an kontinuierlich stabilen Rahmenbedingungen zur raschen Umsetzung der 

Schlussfolgerungen in die Praxis (Ohne Daten keine Taten). Kinderärzte 

sprechen nicht oft genug mit einer Stimme und werden zu wenig an 

entscheidenden Stellen gehört. Es fehlt auch an Optimismus und an 

konzertierten Aktionen unter Beteiligung der Familien mit all deren Rechten und 

Pflichten und an Konsens und Unterstützung durch Politik, sowie Zivil- und 

Kulturgesellschaft. 
        Hannover, 28. Juni 2018 

Jochen Ehrich      ehrich.jochen@mh-hannover.de 
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4. Préface 

 

Ami, toi qui lit cette ligne, poursuis ton chemin en feuilletant ces pages. Tu vas 

y découvrir un peu de toi. Elles parlent toutes du même sujet, la Pédiatrie à 

partir de réflexions et d’expériences. Près d’une centaine de textes proviennent 

de 23 pays de cultures, de religions, d’histoires différentes. L’enfant et sa 

famille sont au centre de ces préoccupations mais chacune avec leurs couleurs, 

tel un kaléidoscope que l’on tourne et qui donne des images différentes en 

provenance de la même lumière. La vérité n’est pas une, mais une myriade de 

facettes, autant que d’observateurs, chacune différentes mais complémentaires. 

Chacun a sa vision, étayée par son vécu, mais biaisée car subjective. Lire l’autre 

décrire son point de vue avec son argumentaire et  son questionnement ne peut 

que susciter des réactions d’accord ou de désaccord en élargissant le champ de 

ses perceptions. C’est là qu’est le trésor, profitable pour chacun: découvrir un 

autre bout de soi-même. 

C’est Jochen  Ehrich * qui est le grand catalyseur de cette magnifique aventure, 

une première à si grande échelle. Il est un de ces visionnaires qui 

s’affranchissent des frontières, non pas pour niveler les cultures, mais pour 

qu’elles soient de petits murets sur lesquels on puisse s’accouder et  échanger 

facilement, confronter les points de vue, des similitudes, des différences. Au lieu 

d’ériger des murs protecteurs qui isolent, « l’autre » est source d’intérêt et 

d’enrichissement mutuel. Un champ idyllique ? Non, juste réalisé ici car 

imaginé. Jochen magnifie cet espace de l’enfant qui persiste en nous et nous 

prolonge, une continuité de vie  qui nous unit autour du globe. Peu de sujets sont 

aussi  universels et fédérateurs.  

Et toi, quelle est ta place dans ce creuset de réflexions bigarrées et quel avenir 

donner à cette publication ? Au-delà de ce que tu peux y trouver à titre 

personnel, si l’envie grondait en toi d’exposer un point de vue ou d’en 

commenter un autre, il est prévu de donner une suite numérique à cette première 
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étape papier.  Pas de long discours mais une argumentation sur un point précis 

de ton exercice.    

D’ici là, butine sur cette floraison de témoignages, le pollen qui pourrait te 

nourrir.   

Heureux et très reconnaissant d’avoir été sollicité pour accompagner cette 

généreuse aventure.  

 

 

 
 
François Corrard 

Pédiatre libéral en Ile de France, Président de l’association ACTIV. 
 
 
 
 
 
 
 
 
*Jochen Ehrich est professeur émérite de néphropédiatrie. Allemand, il a exercé en Suisse, 
Russie, Afrique, Angleterre, les deux Allemagnes. Il est auteur ou co-auteur dans  plusque 
300 publications citées dans PubMed. Ii est un des moteurs de the European Paediatric 
Association qui regroupe 50 National Paediatric Societies and Associations et organise un 
congres important tous les 2 ans. Je suis honoré et fier qu’il m’ai proposé de l’accompagner 
dans cette entreprise. 
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5. Prefazione 

 

Salvare un solo bambino è come salvare un mondo intero. Vederne morire uno 

solo è vedere il mondo intero spegnersi nella luce spenta dei suoi occhi. (Madre 

Teresa di Calcutta) 

La scienza cammina sugli specialisti che sono ad un tempo  indispensabili ma 

disprezzati per la loro incapacità a cogliere l’unità del sapere. Spesso gli 

specialisti sono visti come narcisi che difendono, rinchiudendosi in nicchie 

sempre più piccole,  la loro individuale originalità1. Un  esempio  di questa 

ambivalenza  è  fornita  da Il Fuoco di Eraclito di Erwin Chargaff (1905-2002), 

uno scienziato che avrebbe meritato di condividere il Nobel per il DNA  con 

Watson, Crick e Wilkins. Egli scrive: "se una o due persone decidono di studiare 

un raro coleottero e vi trovano un qualche cosa di interessante ne seguiranno 

altre dieci o anche più a seguire il loro esempio. Quando saranno cento si 

formerà una società scientifica e si pubblicherà un periodico, una società 

scientifica genera una professione ed una professione non può estinguersi”2.  

Anche Edward Osborne Wilson - intervistato da Riccardo Chiaberge - 

lamentava che “i Nobel si vincono attraverso il riduzionismo, piccoli frammenti 

di realtà, scrutinati e negligendo tutto il resto. Però gli scienziati del 

ventunesimo secolo saranno sintetizzatori. Consilience “è saltare insieme e si 

riferisce alla convergenza dei risultati e di concetti trattati da diversi campi del 

sapere” .  

Murray Gell-Mann ― il fondatore della plectica (in greco intrecciato, ritorto) e 

del Santa Fe Institute nel New Mexico ― in una intervista al Corriere della Sera 

nel 1998 metteva in evidenza che “disgraziatamente nella nostra società ad 

accumulare onori sono soprattutto coloro che studiano alcuni aspetti generali del  

problema fondamentale”, per cui riteneva essenziale “integrare gli studi 

specialistici con uno sguardo approssimativo d’insieme”.  
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Umberto Eco, nel  dodicesimo  capitolo del Pendolo di Foucault, propose una 

lunga lista di dipartimenti e facoltà (Irrilevanza comparata, Tetrapiloctomia, 

Impossibilia, Urbanistica Tzigana) e discipline bizzarre (Poziosezione, 

Agricoltura antartica, Psicologia delle folle nel Sahara).  

Edgar Morin ― con grande originalità ― ha proposto  di sostituire "il pensiero 

che riduce col pensiero che distingue e collega. Non si tratta di  abbandonare la 

conoscenza delle parti per la conoscenza della totalità, né l’analisi per la sintesi: 

si deve coniugarle”3.  Inoltre  Morin, insieme a Basarab Nicolescu  e a Lima de 

Freitas, ha redatto nel 1994 la Carta della transdisciplinarità, scritta  nel 

Convento di Arrabida, in Portogallo, in cui si chiede di stabilire ponti fra le 

discipline.  

A me  è capitata la straordinaria avventura di essere cooptato per This I think, 

pensato, coordinato, diretto e realizzato da quel visionario creativo, capace di 

lavorare intensamente e per tempi  lunghi, che è Jochen Ehrich, una presenza 

significativa nella European Paediatric Asssociation. Il risultato finale di questa 

esperienza  è un  qualcosa che eccede la somma  dei singoli contributi, qualcosa 

al di fuori della portata di ciascun autore,  un qualcosa cresciuto tra i singoli 

contributi ed eccedente il contributo delle  tante esperte visioni , e che dà l’idea 

di unitarietà. Competenze diverse non solo propongono tessere diverse ,  

sorprendentemente ― ma non troppo ― ne fanno un mosaico (una  forma di 

arte raffinata) e  generano armonia. 

 Si realizza l’aspirazione di Edgar Morin  “Sparsa colligo”― unisco ciò che è 

disperso ― che  aiuta a cogliere il senso di un proverbio Zen dallo stesso  Morin 

molto apprezzato: “la grande Via non ha porte. Migliaia di strade vi 

conducono”.  Al tempo della globalizzazione  “la specializzazione fa progredire 

le conoscenze, ma anche tende a separare  le conoscenze che dovrebbero essere 

legate. La disgiunzione tra discipline nasconde le connessioni e le complessità 

all’interno dell’insieme umano. Paradossalmente i progressi della medicina 

provocano regressioni della conoscenza e nuove ignoranze”4. “Comprendere il 
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nostro tempo è comprendere la mondializzazione che trascina l’avventura 

umana in tempo di planetarizzazione. C’è bisogno di conoscenza 

transdisciplinare, capace di estrarre,  di assimilare ed integrare le conoscenze 

ancora separate e compartimentate e frammentate. C'è bisogno di un pensiero 

complesso, cioè capace di legare, di articolare le conoscenze e non soltanto 

giustapporle”5. This I think aiuta  a comprendere lo spirito del tempo  e spinge la  

specializzazione a cogliere la multidimensionalità e soprattutto la complessità, 

cioè l’acquisizione di un pensiero  complesso mediante un percorso 

interdisciplinare5. Unitas multiplex, unità nella molteplicità che incidentalmente 

richiama il  “Varius, multiformis, multipex”  con cui Margherita Yourcenar 

qualifica l’Imperatore Adriano. 

Lester Thurow6,  autore della Zero-Sum Society (La  società a somma zero), ne 

“Il futuro del capitalismo" ha spiegato che nel tempo nostro  tutte le azioni 

umane sono condizionate dalla ossessione del conseguimento di  risultati  a 

tempi brevi. Infatti noi osserviamo che  manager, rettori, capi di dipartimento,  

sono eletti per tempi brevi, ma così non si possono proporre grandi progetti. Lo 

stesso successo  in politica è condizionato dai risultatiti che si possono 

conseguire in un tempo ristretto. Mario Ceruti (Il tempo della complessità) rileva 

che  “il successo economico appare strettamente legato all’innovazione 

tecnologica e questa segue logiche e ritmi articolati, complessi e discontinui. Per 

aderire alla logica della innovazione e per armonizzarsi coi suoi ritmi si 

impongono investimenti per tempi lunghi. Per sopravvivere al successo si 

impone la necessità di  sviluppare contemporaneamente capacità adatte ai tempi 

brevi e capacità adatte ai tempi  lunghi”7. This I think in un certo senso adotta  

questa proposta di sviluppo duale della pediatria, promuovendo anche  una idea 

di eccellenza  articolata e diffusa, non limitata  a pochi centri e che proprio in un 

mondo globalizzato può essere resa disponibile ovunque. 

This I think  guarda con grande attenzione alla evidence-based medicine, cioè la 

medicina fondata sulle prove, ma non è intimidito dal fatto che “la risposta al 
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problema più banale è inaccessibile al medico isolato come al medico 

ospedaliero più potente” e  per questa risposta  richiede di "riunire un collegio di 

esperti, mezzi umani e finanziari, agenti reclutatori”8, 4. Infatti curare un 

bambino alla fine impone che si stabilisca con lui e con la sua storia un contatto 

vero e che questo contatto debba per forza essere esteso a tutti coloro che del 

bambino hanno responsabilità e ne condividono il suo habitat. 

Mi pare  un segno dei tempi che la multidisciplinarità emerga al centro del 

discorso accademico sia a livello dei singoli che come idea portante dello 

sviluppo dell’impresa sapere9. Il  Rettore della Università Luiss di Roma ha 

dichiarato di recente che  “la multidisciplinarietà, il mix tra competenze dure e 

soft, la maturazione di esperienze nuove all’esterno in un mondo i cui confini di 

qualsiasi natura sono orizzonti “ rappresentano l’unica bussola per muoversi nel 

mare del nuovo umanesimo digitale. "La mia ricerca ha un approccio 

multidisciplinare ed è empirica perché guidata dalla soluzione di problemi reali, 

questo rende l’università engaged, impegnata cioè con il mondo reale”.  

Problemi reali come lo sono  la malattie e le cure di un bambino. 

This I think infine  tiene ben presente che lo sviluppo tecnologico  impone una 

contemporanea,  parallela e continua revisione del discorso etico che si avvale 

della diversità dei tanti che lo hanno generato. Inoltre è fortemente ancorato alla 

storia della Pediatria ed ai suoi giganti, storia come profezia nel passato senza la 

quale non si umanizza la medicina e non si genera il futuro. 

Auguro a  This I think ogni successo e capacità rigeneranti in ogni luogo dove ci 

siano persone che assistono   un bambino che soffre. Avrà successo?  I poeti con 

la loro capacità di anticipare i tempi ci aiutano a cogliere il senso della missione 

che è una intima combinazione di scienza e di arte4. In un mondo in cui tutto è 

programmato in ogni dettaglio, il Nobel  Eugenio  Montale (1896-1991), in 

Prima del viaggio,  celebra  l’imprevisto come l’unica  speranza capace di 

evitare  la cristallizzazione10.  
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Prima del viaggio si scrutano gli orari, 
le coincidenze, le soste, le pernottazioni 
e le prenotazioni…. 
E poi si parte e tutto è O.K. e tutto 
è per il meglio e inutile… 
E ora che ne sarà 
del mio viaggio? 
Troppo accuratamente l’ho studiato 
senza saperne nulla. Un imprevisto 
è la sola speranza. Ma mi dicono 
che è una stoltezza dirselo. 
This I think garantisce lo sguardo approssimativo di insieme proposto da Murray 

Gell-mann, tratta di materia  specialistica, è scritto da specialisti per specialisti. 

La speranza è che possa attrarre  i giovani medici che si preparano all’esame di 

stato, quelli che vogliono sapere se sono idonei allo studio ed alla pratica della 

pediatria, i manager della salute di ogni ordine e grado che vogliono capire dove 

la pediatria è oggi arrivata. In definitiva una pediatria in nuce con lo sguardo 

rivolto al futuro. .Ovviamente l’insegnamento della  medicina col metodo della 

complessità non sarebbe possibile,  se non integrato con una riduzione ed un 

 assottigliamento delle cose da insegnare. Cioè bisogna ripartire  dall’idea   del 

classicismo che eliminando dai blocchi di marmo un   pezzo dopo l’altro, 

costruiva le grandi opere.  Ha scritto Alberto Savinio,  nato Andrea Francesco 

Alberto de Chirico (1899-1952) e fratello del più famoso Giorgio (1888-1978), 

che il classicismo è «misteriosa facoltà che sa ridurre i valori alla potenza 

massima e al minimo volume»: è anzitutto «selezione e poi raggruppamento 

cosciente»….«è una singolare facoltà posseduta da pochissimi [...] di separare il 

mortale dall'immortale”…“un problema di sfrondatura  e potatura, ridurre il 

fenomeno  al suo scheletro, al suo segno”(11, 12). Bisogna  cioé partire dalla 

brevità e dalla leggerezza, come    ipotizzato da Baldassarre Castiglioni (1478-

1522) (13, 14). Senza questo preliminare sfrondamento  del numero delle cose 

da insegnare, senza il loro dimagrimento fino all’essenziale, conseguire la 

complessità dell’insegnamento non sarebbe possibile.   

Natale Gaspare De Santo  Napoli, 17 dicembre 2018 
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Entrance (upper panel) and spiral staircase (lower panel) of the Cartusian Abbey of Padula 
(Salernum, Italy). The Latin inscription reads " Da sapienti occasionem et addetur ei 

sapientia./Give to sapiens the opportunity and his wisdom will increase." Reproduced with 
permission from De Santo NG. Per la ricerca Clinica. Naples, Italian Institute for Philosophical 

Studies, 2004, p.235. 
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6. An old paediatrician recalls some special problems in treating his young 

patients 

Alfred Drukker, Emeritus Professor of Paediatrics/Nephrology at Shaare 

Zedek Medical Center, Jerusalem, Israel 

 

I was born long ago in the Netherlands where my youth was interrupted by the 

Nazis, who treated my parents and younger sister not well at all.  We however, 

survived the 2nd  World War but not all. One never forgets, and more so, it 

remains part of ones personal makeup, which understandably will always remain 

part of ones life. 

I started my medical studies in Amsterdam in the Netherlands and continued 

them in Jerusalem, Israel. I used to be a very active Zionist. Living and studying 

in a country - being very different from Holland - was difficult, including the 

practice of medicine and paediatrics. Later on, I had to adapt to the American 

life style when specialising in paediatric nephrology. I mention these details 

since they should become a significant part of my medical background, which in 

parts I will recall as follows. 

When I was practicing my paediatric background in Israel I was once called to 

the paediatric emergency room at 2 o'clock in the morning. I encountered a 

father and a not too sick youngster of approximately 5 years of age. He had 

fever which was unrelated to a urinary tract disease. However, for what reason 

so ever, I had to agree to see the kid for a short follow up in our renal care unit. 

While taking his history at our first contact in the emergency room, I asked the 

father why he showed up at 2 am at a hospital and not earlier during day time at 

the practice of his ambulatory paediatrician. "Well,", the Jewish father said: "we 

could not transport him".  While continuing taking the family story, I asked the 

father for his profession. He answered: "I am a taxi driver." I was severely 

irritated and asked him: “You could not bring him at an earlier time by 

organising a car for transportation?” His answer was in Hebrew: “You got me”. 
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I laughed with him and we almost became friends until the child was sent home. 

This would not have happened with a Dutch father or local general practitioner 

at that time. 

Many years later, I was faced with an Arab father of a child with end-stage 

kidney disease, treated in a near by hospital dialysis in Jerusalem. The father 

lived quite far in the Westbank. I mentioned that the child needed renal 

transplantation and I suggested to him that he and his wife should be tested for  

living-donor renal transplantation. The father immediately rejected my proposal 

and he offered one of his cows to become the kidney donor instead!!!  He could 

not understand why such a "precious" animal kidney would not work in his 13 

years old son. 

I do recall these two incidents to show how different my work in Israel had  

become and would continue to be so for many more years to come. Both 

patients were in the end treated well although their parents were not ready yet to 

comprehend the complexity of treatment and health care services. Hard to get 

used to as a highly specialised paediatrician, I assure you. 

 

 
Ilana and Alfred Drukker 
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I believe that there are many such demanding patient-doctor related incidences 

everywhere in the world, which are irritating and time consuming but probably 

too little taught at Medical Schools. 

Whether in the US, Europe, Middle East, Far East or South America, one might 

encounter similar incidents and challenges. Be prepared and ready for it! 

 

 

7. Changes of Czech paediatrics and transition from totalitarian socialist 

era to parliamentary democracy 

Jan Janda, Professor emeritus of Paediatrics, 2nd Faculty of Medicine 

Motol, Charles University Prague, Prague, Czech Republic 

It is a fascinating intellectual and historical journey when thinking about the 

development of child and adolescent care over the last 50 years in the former 

Czechoslovakia (CS) and later in the Czech Republic (CZ). I joined the Medical 

Faculty of the Charles University in Prague in 1960. Part of our undergraduate 

studies of medicine was the indoctrination with communist ideology. There was 

a special chair of Marxism-Leninism at our Medical Faculty which taught 

medical students about the decadence of Western democracies and the advances 

of the Soviet system and medical care. It was even necessary to pass a special 

"political" exam, as well as a test on Russian medical language. By contrast, we 

did not learn anything about the standards of modern Western health care, ethics 

and philosophy. 

Despite the difficulty of getting relevant information from the West, the vast 

majority of students and physicians knew that the CS lacked democratic 

structures at university. Science and technology including modern equipment for 

diagnosis and treatment were not adequately installed leading to frank debates 

among students, criticizing the communist system, despite the risk to be 

identified and labelled as anti-socialist elements by a few informers among 

medical students spying for the Czech secret police.  
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Professional contacts with Western paediatricians were rare and only few 

medical journals from the West circulated as copies through our medical faculty. 

It was rather complicated for students and young physicians to get access to 

these copies. I was lucky as my family had relatives in West Germany, so I 

could already as a student enjoy an exceptional gift: the Textbook of Paediatrics 

(Lehrbuch der Pädiatrie), edited by Guido Fanconi.  

The year 1968 brought new hope, but the Russian invasion and occupation 

quickly shattered our dreams. As a young paediatrician, I was confronted with 

the Russian occupation of CS when working on a scholarship from the 

Paediatric Department of Cologne University in Germany. There, I saw how 

modern medicine and paediatrics were practiced, supported by a technical 

background that we did not even dream about at home. I experienced the first 

attempts of starting haemodialysis in children. Unforgettable were the 

stimulating teaching seminars with the late Professor Ewerbeck at another 

children's hospital in town.  

My discussions with colleagues and nurses at the University Children's Hospital 

were interesting, yet sometimes surprising. The majority of nurses were catholic 

nuns and I remember the sad situation when they openly discussed divergent 

religious beliefs with protestant parents at the bedside of their dying child. The 

head of the paediatric department made his ward rounds usually in his favourite 

Pestalozzi ward, where he held long discussions on medical ethics in paediatrics. 

It was only after I returned home that I learned that this professor had been 

nominated by the Nazis during the second World War to become the head of the 

German University in the occupied Prague. When remembering his lectures 

today, I conclude from his ward rounds that his fascist approach to medical 

ethics had not really changed since the end of the war. I also saw the other side 

of the German economic miracle, depicting the sad social situation of poorly 

integrated Turkish guest workers in Cologne.  
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I also remember the students' exchange programme between Germany and 

France which allowed young medical students to stay for a 4-5 weeks long 

elective period at university hospitals of their neighbouring country. This vivid 

programme very successfully demonstrated how long term hostilities between 

previous enemies could be overcome by engagement and collaboration of young 

people. This concept inspired me to start a similar exchange in the late 1980ies 

with Jochen Ehrich from Hannover Medical School and Matthias Brandis from 

Freiburg University. German medical students stayed in Prague for four to five 

weeks, and vice versa Czech medical students were sent to Germany. Some of 

these Czech students returned to Germany years after graduating and worked 

there as clinicians  or researchers. 

After the Russian occupation of CS, I briefly thought about emigrating to 

another Western country, but a few weeks later, I decided to return home.  

There was no place for great philosophy in the 1970ies and 1980ies in 

Czechoslovakia. All paediatricians tried to build up a solid level of preventive 

and paediatric care in and out-side hospitals. We tried to get relevant scientific 

information by contacting paediatricians abroad and asking them per ordinary 

mail for reprints of their published articles. I remember our great joy about some 

international publications on medical ethics and we were excited to obtain 

copies of the Journal of Medical Ethics!  

We started renal replacement therapy in children by the end of the 1970ties in 

CS with the significant support of colleagues from the former German 

Democratic Republic, as well as from the West German universities in 

Hannover and Heidelberg. As paediatricians, we are also involved in the 

allocation of cadaveric kidney for renal transplantation. An ethical problem 

arises when we discuss organ transplantation for mentally disabled children. The 

rules of allocation of cadaveric renal grafts stipulate that children had priority to 

adults on the waiting list. Thus, children are chosen when an appropriate graft is 

available. Theoretically, a severely handicapped child would get the donor 
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kidney that a 20 year old university student was also waiting for. I remember a 

non-cooperative school child with a severe mental defect and terminal renal 

failure needing renal replacement therapy. The family history revealed a 

previous child death. Thus, our patient was the only child of the parents who 

considered it quite normal that their child would be treated like any other person 

on the waiting list. The opinion of our professional team, including nurses, 

discussed controversially the ethical and medical challenges. We came to the 

conclusion that our patient should not get a kidney from the pool of cadaveric 

donor grafts. We also discussed the possibility of living related kidney donation 

with the parents, and finally, the child was successfully transplanted with a 

kidney taken from its mother. Similar controversial discussions on the priorities 

of transplantation are related to the annual costs of immunosuppressive therapy 

which are associated with a successful kidney transplant. Our team is often 

confronted with the dilemma of providing new drugs for those patients who 

must be treated with very expensive antibodies. The use of these drugs is strictly 

controlled by health insurance companies. 

 

 

Jan Janda and his grand daughter Barbara 
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The current situation of Czech paediatrics is not comparable with the period 

before 1989. Today, the standards of our experienced staff, technical equipment 

and medication, as well as the accessibility to subspecialty care, availability of 

medical journals, international congresses, participation in therapeutic 

multicenter trials do not differ from the Western world. The neonatal mortality 

is one of the lowest in the world. 

However, digitalization of paediatrics, and increasing bureaucracy have a 

negative impact on communication of care givers with their young patients and 

families. This is especially a problem of our nurses and young doctors because 

administrative work shortens their time for personal contacts. For example, 

when taking the medical history of children from their parents, the trainee in 

paediatrics no longer has constant eye contact with the parents. Recently, a 

father reported to me: "Professor, I do not know if your young assistant 

perceived what I had said to him. He did not even look at me.”  Therefore, I 

encourage my younger colleagues to first establish a family friendly contact 

without documenting the facts on the personal computer. Another important task 

of my colleagues is to find out if the family has already searched for medical 

information in the internet. Almost 30 years after the Czech velvet revolution, 

many people in CZ continue to believe that the quality of Western medicine is 

still superior to our national standard. This is why they "google the internet" in 

order to find the best treatment modalities and hospitals. I understand their 

behaviour, however, there is the risk of mutual misunderstanding and mistrust 

between the caregivers and the families.  

I think that it is also important to mention the changes of the professional life 

style of young Czech paediatricians. Today, they are better trained and have 

excellent language skills. Many of them spent some time in English/German 

speaking countries. However, dedication and enthusiasm are often less 

pronounced as opposed to 30 years ago. The younger generation wants to spend 

more hours a day outside the hospital and practice. They do not like to work 
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dozens of overtime hours and several weekends in a month, as was normal 30 

years ago. I fully understand this mental shift. Their professional level allows 

them to be quickly integrated into child health care systems outside the Czech 

Republic where they can earn much more money. However, I think that they 

should also have a responsibility towards the Czech children. In CZ, the medical 

students can perform their undergraduate study for free and their post-graduate 

training in our hospitals is excellent. I think that a good compromise would be if 

some paediatricians would work for some time in other countries of the 

European Union and thereafter return. However, are these thoughts realistic and 

compatible with non-conformist ideas? 

Despite the positive aspects of the development of child health care services in 

the Czech Republic, it is necessary to quickly solve a number of urgent issues. 

Firstly, the postgraduate curriculum and the salary of residents must be 

improved. Large children's hospitals need a better bed capacity whilst small 

paediatric departments must reduce their numbers of beds. The primary care 

paediatricians must cooperate much better within their settings and they must 

provide an efficient emergency care during weekends.  

8. Comment on generation theories

Jochen Ehrich 

Generation theories explain that the era, in which human beings were born, 

affects their view of the world. The individual value system develops like a 

"value calendar" during childhood in the first decade of life and is shaped by 

families, friends, community, travelling and major events/crises.  

The entity of one generation extends to about 20-30 years in duration, thus 

representing the period of time from birth of people until becoming parents. As 

this crucial period is shaped by geographical and cultural factors, generation 

theories must adapt the definition of the duration of one generation to these 

regional factors. Furthermore, the behavioural characteristics of a generation 

may not be transferable from one culture to another. For instance, it is debatable 
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if the following types of generations such as SILENT GENERATION, BABY 

BOOMERS, GENERATION X and GENERATION Y / MILLENNIALS can 

be transferred from North America to Europe or other continents. 

This article neither aims at discussing Mannheim's Theory of Generations1 nor 

Strauss-Howe Generational Theory.2 Instead it wants to open the discussion on 

how the different generations live together. How does the co-existence work 

between old and young generations in general and in paediatrics? 

Intra- and inter-individual forces often arise in people of different age groups, 

leading to interfacial tension. These tensions can consciously or unconsciously, 

both positively and negatively be charged. The prototypes of youth on the one 

hand and of age on the other hand may build bridges as well as walls of 

communication. With age-related conflicts between young patients and old 

doctors, educators and learners, experienced and inexperienced, the risks arise 

that the age gap may sever communication rather than stimulate cooperation. 

Misunderstanding the "life-cycle model" connecting paediatrics and geriatrics, 

as well as  underestimating the "root-cause-effect-long-term follow-up model" 

increase the inevitable interfacial tensions between young and old. Not seldom, 

a "success-mistrust-paradox", "non-compliance to treatment contracts" and 

"non-adherence of therapeutic guidelines" are observed in patients and 

physicians and may negatively influence the success of therapy. 

Can mutual neglecting or even discrimination of youth and old age among 

today's European citizen prove to be the catalyst for lethargy, fear, lack of 

determination and self-deception? If correct, the next question of 

"empowerment" of both age groups arises. The fundamental influence of the 

age-dependent interfacial tension in society and also in medicine is not 

questioned by me. However, these processes and coping strategies require value-

oriented life goals and a strong consensus between all age groups. 
1Mannheim, K. The problem of generations. In P. Kecskementi (Ed.), Karl Mannheim: Essays 
(pp. 276-322). 1927  
2Howe, N., & Strauss, W. Millennials go to college. 2003. http://eubie.com/millennials.pdf 
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9. Three fictitious generation poems. 

Jochen Ehrich 

 

 

 

 

We belong to the betrayed (1930) generation. 

 

We belong to the betrayed generation. 

We were born before the second world war. 

Our fathers or mothers died during wartimes. 

Our families became refugees. 

Our early childhood was impaired by hunger and  misery. 

As teenagers we had learned to adapt to the rules of the adult world. 

As young adults we worked because we wanted to live our own life 

We married early because we wanted to become independent. 

We achieved a certain level of wealth as middle aged adults. 

We retired from work at the age of 65 years. 

We enjoyed travelling to other European countries. 

We are now living in a rest home for the elderly. 

Our children live in another city. 

We do not complain. 
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I belong to the sunshine (1968) generation 

 

 

 

I belong to the sunshine generation. 

I was born shortly after the 2nd WW in a Western European country. 

I was never exposed to war, crime and poverty. 

I was 7 years of age when I saw my first movie in a cinema. 

I was 10 when I saw my first evening news on television. 

I was 12 when I first saw a cruel murder on television. 

I was 17 when I drank my first glass of whisky. 

I met my first love when I was 17 years old. 

I was 19 years old when I left my home to study elsewhere. 

I slept for the first time with my first love when I was 20 years old. 

I was 23 years old when I owned my first car. 

I did not have the feelings to have missed anything essential until I turned 13. 

I experienced puberty as a crisis,  

however, it helped me to be good at school, actively getting involved in sports 

and pop music. 

I am gratefully looking back at 70 years being  

with alternating successes and failures  

characterised by a balance of calmness and crises. 

 

 

 



 57 

 

 

 

I belong to the Millennium (1994) generation 

 

I belong to the Millennium generation. 

I was born to parents of the 1968 generation. 

I was never exposed to poverty. 

I was less than 1 year of age when I saw my first movie on television. 

I was 3 when I saw my first evening news on television. 

I was 4 when I first saw a cruel murder on television. 

I was 9 when my parents separated. 

I was 10 when I drank my first glass of coke with rum. 

I was 11 when I started smoking. 

I had my first close girl friend when I was 15 years old. 

I slept for the first time with another girl when I was 16 years old. 

I was 18 years old when I owned my first car. 

I tried several stimulants but I have not become an alcohol or  drug addict. 

I was 19 years old when my parents financed my one year world trip. 

I still stay at the house of my family because I had failed to pass my final state 

examination. 

Today I have several opportunities to work, however, I cannot decide what to do  

because I fear to miss out on other open opportunities when finally choosing one 

option. 

I often asked my father why he is always so concerned about crises in the world.  

I think that he should know by now that all values are relative  

and that it would make his life easier  

if he could be less negative and critical,  

thus enjoying his life. 
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10. Meeting the health needs of children in the 21st century 

Martin McKee, CBE, MD, FRCP, and Sherry Merkur, MSc, European 

Observatory on Health Systems and Policies, London School of Hygiene & 

Tropical Medicine, London,United Kingdom 

Imagine a paediatrician who qualified in 1978. Their career, stretching over four 

decades, has seen a total transformation in the care of sick children. In part, this 

reflects the changing burden of disease. The numbers of children with common 

infectious diseases, which once involved hospitalisation, have fallen markedly. 

In their place are children with a wide range of long-term conditions, some 

inherited and others, such as diabetes, acquired. But more than anything else 

they will have seen profound changes in the services provided. A process of 

specialisation was already taking place in the 1970s, with advances in neonatal 

care demanding new skills and facilities. Since then, paediatricians have 

separated into a myriad of subspecialties, each demanding ever more specialised 

knowledge driven by the rapid pace of scientific advances. The setting in which 

care is provided has also changed, with a major shift into the community. And 

those who provide the care have also changed. It is now widely accepted that the 

holistic needs of the child are best met by a multidisciplinary team, bringing 

together a wide range of expertise. 

These developments have important implications for hospitals. Although the 

numbers of children admitted may be much fewer than in the past, those who do 

require hospital treatment have needs that are much more complex. They include 

extremely premature babies, none of whom would have survived in the past, 

children with cancer whose management has been improved beyond recognition 

by modern treatment, and children with complex abnormalities requiring 

intricate surgical procedures. 

All countries are struggling to respond to these changes. On the one hand, the 

small numbers of patients involved, coupled with the highly specialised 

knowledge required to treat them, calls for a small number of centres of 
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excellence. On the other hand, especially in small countries and those with low 

population densities, this may mean that children and their parents have very 

long distances to travel. This is a major challenge when they need emergency 

care. Importantly, there is a growing recognition that children are not simply 

small adults, and they require services that are tailored to their needs. They may 

require different medicines regimes, they post technical challenges when 

undergoing invasive procedures, and they have particular social and emotional 

needs. 

There are no easy answers. There are, however, some principles that can guide 

the development of solutions. First, policies should take a child centric 

perspective, looking at the pathways to care through the eyes of the child. 

Second, children have the right to be cared for by teams who understand their 

needs, both medical and emotional, and how they change as they grow older. 

Third, the care of children should take place in an integrated system, providing 

seamless movement between primary, secondary, and tertiary care. This can 

only happen if there is some system for the comprehensive planning of services 

at the population level. Linked to this, hospitalisation should only be a last 

resort, with most treatment taking place as close to the child’s family as 

possible. 

The challenge facing many health systems is high to implement these principles. 

Few health systems are designed with the needs of the patient, whether adult or 

child, in mind. Often, they reflect decisions taken many decades previously, 

when health needs and the opportunities for treatment were entirely different. 

Reforms often reflect ideology rather than evidence, such as the introduction of 

competition between providers, leading to gaps and duplication. 

Given the diversity of health systems, there is no single answer. However, there 

are many examples of good practice that can be studied and, with careful 

thought, adapted to other settings. In this light, the European Observatory on 

Health Systems and Policies, a unique partnership of governments, universities, 
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and international agencies, is publishing a new book on the role of the hospital, 

including a section dedicated to the needs of children. This builds on its previous 

work on child health services in Europe. We hope that this will be a valuable 

resource for those whose task it is to develop health services that can serve the 

best interests of children in the 21st century. 

Reference 

McKee M, Merkur S, Edwards N, Nolte E (eds.) The changing role of the 

hospital in European health systems in the 21st century. Cambridge: Cambridge 

University Press; forthcoming. 
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11. Evolution of the doctor-patient relationship between science and 

humanity 

Armido Rubino, Emeritus Professor of Paediatrics, University of Naples. 

When I was browsing through articles that appeared in paediatric journals 

during the first half of the last century I thought: "What an impressive variety 

and heterogeneity of publications if compared to nowadays paediatric 

publications!" It’s thrilling to see, yet once again, the extraordinary progress that 

has been made by current scientific publications in terms of new knowledge. 

However, in reflecting on the differences between the past and present, one 

cannot but notice a glaring paradox in relation to studies involving the quality of 

the interaction between paediatricians and the families of their patients. On one 

hand, phenomenal advances have been made in diagnosis and care since what 

today seems almost primitive in terms of scientific knowledge, particularly 

regarding treatment – the possibilities of diagnosis and cure of paediatric 

disorders have reached levels that were once unimaginable. On the other hand, 

in parallel, it is generally felt that the quality of the relationship between patients 

(the families of the young patients in the case of paediatrics) and doctors 

(including paediatricians) has progressively deteriorated.  

Paradoxically, the increasing extraordinary advances made in diagnostics and 

treatment have been accompanied by a crisis in the relationship between 

families and paediatricians, albeit of different degrees in relation to geographical 

regions and organizational context (from primary to secondary and tertiary 

care). 

This situation has been attributed to various causes: the primacy of technology 

over the simplicity of the inter-human relationship, the increase in the number of 

referral doctors per patient, the constraints of organizational systems, distortions 

in the mass media, the not always positive effects of digital communication, 

interference (often only apparent but often real) of the industrial sector (the 

pharmaceutical and medicine manufacturing industries), and paradoxically, the 
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sometimes excessive expectations of families. Obviously, these factors differ 

among countries and depend on the type of organizational system.  In addition, 

recent decades have seen an increase in medical litigation between families and 

doctors (including paediatricians). This has led to “defensive medicine” (in our 

case “defensive paediatrics”) in various degrees depending on national and/or 

organizational systems. The doctor/patient relationship (in this case, the 

paediatrician-patient-family relationship) becomes to be at risk of being 

damaged, to different extents and ways depending on the national and 

organizational contexts.  

Faced with such paradoxes, scientific associations and formative structures are 

called upon to address the problem of the doctor-patient relationship with 

approaches tailored to the different levels of paediatric training, starting at pre-

graduate level. Particularly in this field, there is an increasing need for strong 

individuals/personalities, full of science, culture and “humanity”.   

 

 

12. Mandatory Continuing Professional Development: The elephant in the 

room or the key to success and the jewel in the crown? 

Hilary Hoey, Director of Professional Competence Royal College of 

Physicians of Ireland, Professor Emeritus and Fellow of Trinity College 

Dublin, Ireland 

Continuing Professional Development (CPD) including life-long learning and 

up-dating of knowledge and skills throughout our professional life is essential 

for safe patient care and physician well-being 4-6. 

Requirements for doctors vary in different countries and are associated with 

considerable international controversies. In some countries it is a voluntary 

exercise whilst in others it is a mandatory legal requirement, and in the United 

States re-sitting formal examinations is required for Specialty Board recognition. 

Mandatory CPD has been criticized as a requirement to undertake unnecessary 
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educational activities which result in distracting doctors from patient care. A 

recent paper by Terstein (NEJM 2017) entitled ‘Boarded to death’ claims that 

the maintenance of certification is bad for doctors and patients1.  

Medical knowledge is changing rapidly and expanding exponentially and will 

continue to do so; the life of information is now only approximately 5 years. For 

example, in paediatric diabetes insulin administration has changed from pens to 

pumps with or without a glucose sensor; blood glucose monitoring has changed 

from finger pricks to continuous glucose monitoring including flash reading; and 

diabetes control is moving from 3 monthly HbA1c to continuous glucose 

monitoring and assessment of blood glucose variations. 

With widespread use of information technology and the internet, public 

knowledge, expectations and demands are increasing, which is demanding on 

the doctors’ time and may be challenging. In addition physician burnout and 

stress is increasing. Roger Smith recently reported that 40-75% of obstetricians 

are experiencing burn out in the US 2, and in Ireland Blanaid Hayes in 2017 

reported in the BMJ that 1/3 of hospital doctors are suffering from burnout and 

4/5 reported insufficient time for their family & personal life 3. The causes of 

burnout are expanding knowledge, public expectations, increasing workload and 

insufficient time for family and personal life, and in addition it was reported that 

there is now ‘no joy in medicine’. Burnout reduces innovation and productivity. 

Is CPD the elephant in the room creating the need for unnecessary activities, 

distracting from patient care, or is it the jewel in the crown and the key to 

success? 

Doctors play a major role in the delivery of health services. They are frontline 

senior decision makers, trusted by the public and provide tremendous value. 

They are managers, teachers, examiners, researchers, and often perform many 

other roles. Therefore, they must be up-to-date and must be included and 

involved in the management and institution objectives. CPD requires continuous 

investment in education and training. 
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The World Conference on Medical Education in Edinburgh recommended that 

in order to cope with the continually accelerating rate of change in the scientific, 

epidemiological and social characteristics of medicine, a new approach to 

teaching is essential in order to foster independent study and self motivation for 

a lifelong continuum of learning which should commence in medical school 4. 

Investment in Medical Education Programmes traditionally concentrates on 

undergraduate and immediate postgraduate training with little investment in the 

following 35 years of professional practice as in the 5-7-35 Year Rule: 5 years in 

Medical School, 7 years in Post graduate Specialty Training, and 35 years 

practicing in an environment where medical knowledge is rapidly changing and 

greatly expanding together with ever increasing patient expectations 

While the importance of keeping up to date is well recognised, CPD directed by 

managers and outside agencies is often not relevant to the doctor’s individual 

scope of practice and creates an additional burden distracting time from patient 

care or practice 5. (‘No to Mandatory continuing medical education, yes to 

mandatory practice and professional educational development.’ N Donen JACM 

1998).  

CPD has been shown to be effective by Ronald Cervero following an extensive 

literature review. However, it must be of high quality, self-directed, relevant, 

reflect the objectives of the workplace, and be ongoing6, 7. This was reiterated by 

D Davis in his recent paper ‘Continuing Professional Development for Faculty: 

An Elephant in the House of Academic Medicine or the Key to Future Success? 
8 and by a paper by J Latham entitled ‘CME is the Jewel in the Crown’ 9 which 

demonstrated the benefits  of small group meetings in a social environment with 

opportunities to learn with peers, discuss day to day problems including time 

management, build relationships, and also have some fun. 

At the Macy Foundation Conference in Atlanta in June 2017 on achieving 

competency-based, time-variable, health professional CPD, it was recommended 

that an ongoing curriculum for CPD is required including a needs analysis in 
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order to define and plan learning activities relevant to the individual’s scope of 

practice, along with the availability of information technologies and a robust 

assessment including outcome evaluations 10. Outcome assessment and exams 

are important as they drive learning and performance and we have greater 

respect for what is inspected rather than what is expected.  

Assessment of patient experience and clinical audit are essential. A famous 

example of the need for clinical audit was that of the operation performed by the 

surgeon Robert Liston in 1847 when speed and efficiency were key as 

anaesthesia was not available. He is reported to have efficiently amputated a leg 

in 25 seconds, but operated so quickly that he accidently amputated his 

assistant’s fingers following which both the patient and the assistant died from 

sepsis. In addition, a spectator died of shock when his coat tails and genitalia 

were slashed in the process. While he successfully amputated the leg in record 

time there was an associated 300% mortality. 

While the more recent medical malpractice of Harold Shipman in the UK may 

not have been detected by patient feedback as apparently his patients who 

survived thought very highly of him, an audit of his clinical outcomes would 

have demonstrated the very high mortality of his patients. 

Mandatory CPD was legally introduced in Ireland in 2011 by the Irish Medical 

Council which is the national regulatory body 11.  Doctors have a mandatory 

obligation to keep up to date and based on their reflective self-assessed needs, 

they must maintain their competence through participation in a range of self-

directed and practice-based activities that reflect their individual scope of 

practice.  They are required to record their professional competence activities 

and fulfil the professional competence requirements of the Medical Council and 

their Training Body 12. 

The Royal College of Physicians of Ireland (RCPI) provides professional 

competence schemes for its six National Postgraduate Training Bodies including 

obstetrics and gynaecology, paediatrics, adult medicine, public health and 
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occupational medicine. The College also provides postgraduate medical 

education and training, approves meetings and learning activities in 

collaboration with EEACME.  

The College provides a CPD framework which includes a Personal 

Development Plan to plan relevant learning activities and obtain resources. It 

supports doctors to reflect, plan and participate in learning activities relative to 

their scope of practice. In addition, a performance measurement is included with 

the requirement of a mandatory Audit or Quality Improvement project. Doctors 

must also incorporate the 8 domains of good medical practice within their 

learning activities. RCPI enrolment is increasing year on year, along with 

greater compliance with the requirements of the scheme 12. 

There are many major challenges in child health including the number of 

children living with chronic conditions and disability, increasing diagnostics, 

therapeutics and public expectations. There is a need to focus on prevention and 

a healthy lifestyle and avoid the need for treating avoidable complications.  We 

need an integrated and seamless service to include excellence in primary care  

and ‘hospitals without walls’; and in addition we need to promote children’s 

rights to health, equity and social justice 14,15. This requires changes, reforms and 

new processes.  

CPD has the power and capacity to address many challenges in the healthcare 

environment, from clinical well-being to national imperatives for better health, 

better care and lower cost 16.  Engagement in CPD is an investment in patients 

and staff and is a partnership between the Doctor, the Regulator, the 

Postgraduate Training Body, and the Employer in order to provide optimum 

patient care. The legal requirement for CPD supports the development of 

defined national responsibilities for each of these groups.  Doctors have an 

obligation to keep up-to-date, enrol and record; The Medical Council or 

Regulator, have an obligation to monitor compliance, request an annual 

statement from the doctor and take appropriate action. The Colleges and 
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Training Bodies have an obligation to provide leadership, standards, deliver and 

approve education, guidance, facilitate recording, monitor with feedback and 

support. The Employer has an obligation to provide a learning environment, 

dedicated time and funding.  

Ongoing international research is needed and RCPI is currently conducting 

research in order to: 

• Explore doctor’s attitudes to the regulation of professional competence  

Identify barriers to participation and solutions to enhance engagement 

• Enhance public trust, patient safety and quality of care 

• Identify challenges relating to future CPD and health service 

developments 

Conclusions 

Continuing Professional Development is the key to success in the provision of 

optimum patient care and physician well-being – The Jewel in the Crown. It has 

the power and capacity to address many challenges in the healthcare 

environment, from clinical well-being to national imperatives for better health, 

better care and lower cost 7.  

Mandatory engagement in CPD is an investment in patients and staff and is a 

partnership between the Doctor, the Regulator, Postgraduate Training Body and 

the Employer in order to provide optimum patient care, and provides an 

opportunity to define the roles and responsibilities of each group. CPD requires 

promotion, support and investment in order to succeed.  
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13. The priority:  Broadening the boundaries of paediatrics and turning 

basic science into cures 

Natale Gaspare De Santo, Professor Emeritus at the University of 

Campania Luigi Vanvitelli, Naples, Italy, 

Frequently people speak about  The two cultures (humanistic and scientific) 

introduced in 1959 by Sir   Charles P. Snow (1)  and/or beyond two cultures. 

Many also support a difference in creativity between artists and scientists.  

Indeed Karl Polanyi, Nobel Prize winner for the dynamics of chemical processes 

supported the notion of a link between art and science because of the similarity 

of objectives and even more by (a subtle but evident) similarity of methods. 

Both artists and scientists try to shape the world around them and to give an 

answer to its problems. Furthermore, both scientists and artists are driven by a 

unique  compelling need for discovery. 

Rita Levi Montalcini (2) wrote that pieces of art are available to everyone 

immediately after the authors sign the imprimatur. Scientific discoveries, after 

publication, are subjected to analysis, criticism,  control, opposition and  total or 

partial rebuttal. These processes  turn them  into a collective work. She mentions 

a letter of Einstein to Karl Popper where the discoverer of relativity points out 

that his knowledge about matter, space, energy and  time was due neither to 

experiments nor to calculations. Rather it  was driven by  his own capacity to 

keep a childish attitude of astonishment when confronted with those topics. 

“Only stupor knows” wrote the Father of Oriental Church Gregory of Nissa (3). 

That means  that the route to  knowledge is not  addition of notion to notion. It 

also means that when trespassing on the unknown borders of the world  

(flammantia moenia mundi of the Romans) you need to be capable of 

astonishment. 

What is important for sick children?  How can we decide the new directions  

having reached the actual cross-point?  How can we develop long-lasting plans? 

Probably we should concentrate  on potentiating the university school of 
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paediatrics. Who is a great professor of medicine? A man who holds 3 talents: 

being a good physician, investigator and teacher. However, just  a few possess 

all three talents, many of them just one (4). Who is a great professor of 

paediatrics? A physician scientist  who does not only teach  with charisma, but 

has the capability to communicate with the sick child. This is something which 

cannot be completely taught and requires personal gifts. So we need to attract 

the best physicians to become paediatricians. Once they are entering university 

and hospital such creative people  explore the complexity and the fertility of the 

boundaries of paediatrics with other  disciplines. In these boundaries paediatrics 

can grow and open new avenues. In addition,  we need to give our own 

contribution to translational medicine. Many basic discoveries remain in 

journals housed in the shelves  of libraries and are not turned into the cures  that 

sick children need. Our current approach to science failed to achieve this goal. It 

is not a question of money. It failed notwithstanding the investments (5). 

The final option is to help voluntarism grow. As Jacques Attali says, (6) "it 

might shorten the transition to hyper-democracy, the appropriate  indicator for  

controlled  globalization”. 

However, Attali's suggestion needs time. So only one possibility is left, that is to 

prepare for a new cadre of paediatricians prepared according to new standards. 

For example, we might adopt the standard of the great conductor, Daniel 

Barenboim. He enrolled Antonio Pappano (a British conductor) after a brief 

piano audition." Barenboim was certainly impressed by the energy, the 

generosity, the technique, but above all, he told me of the impression of living 

not with the music but inside the music. He liked me as a pianist" (7). The 

Barenboim standard is valid for  every profession, for every job, and it seems 

appropriate to solve all the problems of paediatrics in the years to come.  

We might also be willing to adopt the method to perfection envisaged by 

Valentino Braitenberg (1926-2011), director of  the Department of Structure and 

Function of Natural Nerve Nets at the Max Plank Institute for Biocybernetics in 
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Tübingen. In  Il cervello e le idee (The brain and the ideas) he describes a 

violinist in training who meets a  real Maestro after having previously studied 

with 11 teachers. From each of his previous teachers he had unfortunately been 

taught defects in the technique of execution. The Maestro corrected  the errors 

and turned the violinist into a great artist by imposing intensity in training. The 

Maestro never said to the pupil  “you are wrong” but just  “you play as they 

have traditionally taught us”. The pupil finally reached harmony, the final 

condition (8).  

Fiona Godlee, the Editor in Chief of British Medical Journal, wrote that “ if we 

really want to transform the quality and safety of health care, we can’t just do 

more of what we do now. Even doing it more efficiently won’t be enough. We 

have to do different things and we have to do things differently" (9). This 

statement might also be valid for paediatrics at present times.  

We have to imagine new paths, trace the routes and walk them.  The solution is 

seemingly simple: we need great mentors, the best physicians and appropriate 

clinical settings. But it is not so easy at all.  Probably the last two examples, Sir 

Antonio Pappano and Valentino Braitenberg reconcile me with the statement of 

Jochen Ehrich in his article on "The treatment of a disease is a science and the 

treatment of a patient is an art" in this book.  

Let us inject new blood into the academy. 

 
1. Snow CP. The Two Cultures, a Second Look. Cambridge University Press, 1959 
2. Levi Montalcini R. L’asso nella Manica a Brandelli. Baldini e Castoldi, Milan, 1998 
3. Bersanelli M, Gargantini M. Solo lo stupore conosce. Rizzoli, Milan, 2003 
4. Kelley WN, Randolph MA. Careers in Clinical Research: Obstacles and 

Opportunities. National Academy Press, Washington DC, 1994 
5.  Begley S. Where are the cures? Newsweek,  November 10, 2008, pp.59-60 
6. Attali J. Une brève histoire de l’avenir. Fayard, Paris, 2006 
7. Mannelli R. Interview of Antonio Pappano. La Repubblica 2017, Milan, October 15, 

p. 36-37 
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14. From clinical activity and research to healthcare policy-making:  

An activity often neglected by modern-day lecturers in paediatrics 

Fabio Sereni, Emeritus Professor of Paediatrics, University of Milan, Italy 

The title of this article is perhaps not consistent with the traditional way in 

which the academic (and post-academic) lecturers are seen, being forever 

centred on the institutional necessity to combine teaching, clinical and research 

activities. It arises, however, from the need to keep the great dangers facing 

children's health today at bay, dangers caused by the turbulent global evolution 

of environmental and social conditions. 

Paediatric medicine has always distinguished itself from adult medicine in that it 

is not solely dedicated to the diagnosis and treatment of diseases, but has always 

been very attentive, not only in terms of prevention, but also in terms of assuring 

the optimal growth and development, both somatic and neuropsychic, of the 

child1. 

Today, this important and distinguishing vocation seems, at least in parts, to be 

less prevalent in the professional obligations of most influential paediatricians. 

The reasons for this deficit are undoubtedly complex.  

In my opinion, one of the major causes is attributable to the necessary trend 

towards clinical and research-related hyperspecialization. Hyperspecialization 

and the required continuous furtherance of knowledge of principal and 

complementary cultural disciplines has, I believe, inevitably brought about a 

decrease in the attention paid by the learned and active paediatrician to the 

social aspects of paediatrics and, as a consequence, to the related socio-political 

commitments. 

It is, therefore, comprehensible and justifiable, that during the professional life 

of a lecturer less weight is now given to political considerations. 

                                                 
1 With regard to this, I gladly recall here just how old and established the attention to prevention is for those, in 
the field of medicine, who are involved in children's health, by citing an ancient text of Paediatrics, published in 
Florence in 1593: De Custodienda Puerorum Sanitate. Ante partum, in Partu et post partum. Autore: Jacopo 
Trunconi. 
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Yet, why should a lecturer in paediatrics also have to deal with healthcare 

policy-making? 

I believe I am able to answer this question based on my awareness of the facts, 

having held political positions on a certain level in Italy in the past. 

My point of view is that the reason lies in the firm conviction that, in some 

cases, politicians are unaware of the precise situations in which urgent measures 

need to be taken in defence of child health. In other cases, measures are taken 

but with unjustified delays. 

The turbulent social and environmental changes which began during the second 

half of the last century due to the advancements in technology, detrimental 

effects on the environment and peoples' lifestyles in general, with the 

consequence of growing social inequalities, have produced some true 

emergencies for children's health worldwide. Politicians have delayed  necessary 

correction action, with some exceptions of course, in terms of health and social 

policy matters. 

Among said emergencies, are, in my view, two of particular significance: air 

pollution (1-3) and the ever-increasing social inequalities and inequities (4). 

Pollution and children's health. Paediatricians have long been aware of the direct 

relationship of cause and effect between atmospheric pollution and paediatric 

respiratory diseases such as wheezing, asthma, and respiratory infections, even 

with long term effects on lung function (5, 6). However, data from the most 

recent literature also suggests that pollution has a negative influence on the 

cognitive ability of children (7-12). This threat is of particular relevance for the 

more impoverished social classes. Is international politics moving to combat this 

threat with the required efficacy? 

Inequalities and inequities in children's health. The interventions arising from 

the guidelines set by international bodies (the MDG, Millennium Development 

Goals, and the successive ongoing SDG, Sustainable Developmental Goals, are 

worth mentioning) which focus primarily on new health services, including 
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preventive maternal and child healthcare, have been undeniably successful in 

reducing maternal and child mortality, especially in low-income countries (13). 

Moreover, it is now an established fact that those at the lower rungs of the social 

ladder have more limited access to services and, therefore, benefit less from the 

newly implemented health measures (14, 15). Hence, it is necessary to combine 

health services with social assistance, and also the provision of adequate 

information. Otherwise, social inequalities will promote health inequities. This 

phenomenon has proven worldwide relevance, no longer in low-income 

countries only. 

Our experience in Nicaragua, in the context of a long-standing project (initiated 

in 2002 and still active today) involving paediatric nephrology and urology in 

that country, has confirmed this painful reality. It was only following the 

integration of social and cultural assistance with healthcare services that the 

mortality rate of children, suffering from chronic kidney disease, fell to 

acceptable level, and the number of patients lost to follow up could be reduced 

to zero (16, 17). 

In my opinion, paediatricians, by means of their political commitment, should 

direct more attention towards this socio-welfare challenge in the near future. 

There would be much more to say in order to ulterimately justify the necessity 

for the political involvement of paediatricians in policy-making, however, the 

stipulated word restriction constraints me to elaborate further on this topic. 
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Fabio Sereni amidst members of a cooperative project in Nicaragua 
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15. Building bridges and learning across borders 

Yong Choi, Paediatrician, Professor Emeritus at Seoul National University, 

Seoul, South Korea 

Global medical care means provision of information and standardized health 

care for all. Paediatricians having worked all their life at the same place in their 

own country are vulnerable to distortions stemming from two directions. Firstly, 

they tend to be cocooned within the implicit perceptions of their own local and 

national culture. Secondly, in many cases, they may have been taught life styles 

as well as medical theories that do not match with universal assumptions and 

therefore may create barriers between their own and foreign cultures. These two 

factors create barriers acquiring cross-border knowledge.1 

By contrast, those paediatricians who have worked in foreign countries should 

have learned across borders, making them more eligible for becoming advisers 

of younger trainees in paediatrics at their own hospitals. By the end of the 20th 

century, increased global cooperation in paediatric care sought to open up new 

chapters of communicating and learning in paediatrics. These initiatives were 

often driven by personal friendships of leading paediatricians from around the 

world who meet at international events.1 

In 2010, I retired from Seoul National University College of Medicine 

(SNUCM) where I had spent 32 years as a faculty member of the Department of 

Paediatrics. Then I served for 2 more years as a clinical professor at Inje 

University Hospital in Haeundae, Busan. I enjoyed myself in continuing 

teaching young doctors and medical students. During my service, however, I 

came to the conclusion that there were sufficient numbers of good younger 

doctors in Korea able to replace me.  

Thus, I was looking for a new challenge. Having the empowerment of both, 

children and their pediatricians in the focus of my thoughts I wanted to do 

something more meaningful as a retired Professor. I finally decided to join the 

Dr. LEE Jong-wook (LJW)-Seoul Project which is one of the first Official 
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Development Assistance (ODA) Programs of Korea funded by Korea 

Foundation for International Health (KOFIH). The Project is a “Cooperative 

Project” between SNUCM in Korea and University of Health Sciences (UHS) in 

Laos, which is the only civilian health university in Laos People’s Democratic 

Republic. The project was named after the late Dr. LEE Jong-wook who had 

been director of World Health Organization.2 

The LJW-Seoul Project was inspired by the former “The Seoul National 

University Cooperative Project,” also called Minnesota Project2, which had been 

funded from 1954 to 1961 by USAID (The United States Agency for 

International Development).3 The ultimate goal of the Minnesota Project was to 

regenerate and enhance medical education and research in the post-war Korea 

(1950-1953). About one third of the faculty members of SNUCM, both from 

basic medical and clinical departments, had gone through training periods of one 

year at the University of Minnesota in the United States of America. Thanks to 

the Minnesota Project, the Korean medical education system was reformed and 

the standard of clinical care and research improved rapidly parallel to the fast 

economic development of Korea.3 

The LJW-Seoul project is a nine-year program (2010-2019) and consists of four 

programs2:    

1. Fellowship training for faculty members of the UHS routinely for one year in 

Seoul; 2. Supplying medical equipment to UHS; 3. Dispatching visiting 

consultants; 4. Improving renovation of the teaching rooms, constructing Lao 

Space, providing internet connection, etc. at UHS in Laos. 

I have been involved as a senior paediatric consultant in the project since 2012. 

As a retired professor I have the advantage to fully devote all my time to the 

project. Since I was trained in pediatrics during the early and difficult periods of 

Korea, I can better understand the current situation of Laos than younger 

generation pediatricians from Korea. I also had the chance to visit primary 

health care centers in the countryside of Laos. Through this opportunity I could 
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understand the basic modalities applied in primary health care "at grass root 

level" and I understood the importance of strengthening child health care in the 

rural communities. 

I regularly meet colleagues in training at Seoul university to support their 

activities in adapting the training program to international standards. Another 

purpose of training concerns clinical skills under limited financial resources, as 

well as the philosophy of learning and teaching. I also give clinical lectures and 

make ward rounds at the National Children’s Hospital (NCH) of Laos when 

visiting Vientiane. Sometimes I discuss difficult nephrology cases by e-mail 

with post-graduate fellows.  

 
Alumni of LJW-Seoul Project at Vientiane in 2018. 

 

I do believe that the LJW-Seoul Project will be helpful in improving child health 

care in Laos (if accompanied by a rapid development in economic strenghts4, in 

other words repeating the same success story that the Minnesota Project had 

tailored for Korea. 

Dr. Gault Jr., the former general advisor of Minnesota Project, rejoiced that it 

had been one of the most wonderful times in his life to learn and experience a 

different culture and life during his time spent in Korea. He also recalled that he 

had been able to improve his relationship with faculty members and students at 
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home, since he had learned in Korea to better understand and accept cultural 

differences when working together for the same goals of the health care system.3  

Through participation in LJW-Seoul Project and reading the experience of Dr. 

Gault Jr., I deeply realized the importance of global child health. Today and 

here, I should like to share my experience and point of view with my junior 

colleagues in the hope that the future generation of paediatricians will think 

globally and embrace the most vulnerable part of the world population. I also 

think that the experience of LJW-Seoul Project and the understanding of global 

child health will be helpful to understand the difficult situation and renew the 

health care system in North Korea in better times to come.5,6As a paediatrican, I 

feel that my life has become enriched by learning and teaching across borders. 
1. Ehrich J, Nwaneri N, De Santo NG. Falling back to experience: retired paediatric 
professors as a solution to Europe’s child care crisis. J Pediatr (2017); 181:332-333(333.e1) 
2. Shin HY. Dr. LEE Jong-wook Seoul Project – Successful Korean Version of Minnesota 
Project – Could be a Model of Partner in the Field of Medicine. J Korean Med Sci (2015); 30: 
S113-114 
3. Kim OJ, Hwang SI. The Minnesota Project – The influence of American Medicine on the 
Development of Medical Education and Medical Research in Post-War Korea – Korean J 
Med Hist (2000) 9: 112-123  
4. Lao PDR: Economy, ADB. https://www.adb.org/countries/lao-pdr/economy accessed on 
May 25, 2018 
5. Situation Analysis of Children and Women in the Democratic People’s Republic of Korea-
2017. UNICEF (2016) 
6. 2018 DPR Korea: Needs and Priorities (2018) March, United Nations 
 

            Yong Choi 
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16. Pediatric ambulatory and hospital networks:  the good way to assess 

community acquired infections  

Corinne Levy, MD, Robert Cohen, MD, Paris Est University, IMRB-GRC 

GEMINI, Créteil, France  

 

From birth to adulthood, humans will be colonized and/or infected by a myriad 

of bacterial and viral species. Many of them induce no or mild infections, and a 

few patients will need hospital care for more serious ones. In high-income 

countries, a small number of children dy from infectious diseases. Health care 

professionals, particularly first-line clinicians, public health authorities and the 

pharmaceutical industry combine their efforts to control the incidence of 

pediatric infectious diseases and to limit their severity. This goal can be reached 

mainly with hygiene, vaccines and antibiotics in other words by prevention and 

treatment. Furthermore, genetic changes of pathogenic agents evolve constantly, 

as do bacterial, viral and clinical epidemiology of infectious diseases. These 

modifications require a permanent surveillance and a periodic evaluation of the 

performance of the ongoing preventive, diagnostic and therapeutic strategies. 

For examples, bacteria involved, such as Pneumococcus, Group A 

Streptococcus, E. coli are complex organisms with a highly variable disease 

burden from carriage to invasive disease. This disease burden is widely 

influenced by several factors such as vaccines, antibiotics and environmental 

factors. Moreover, new diagnostic tools such as point of care tests for which 

new performance assessments are necessary may transform clinical strategies.   

 

Interestingly, several bacterial or viral species involved on community-acquired 

infections (Streptococcus pneumoniae, Group A Streptococcus, E. coli, 

Influenza viruses, respiratory syncycial viruses) are the same for diseases 

encountered for hospital and ambulatory infections. The development of 

networks with solid bridges between first-line pediatricians in ambulatory 
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settings and hospital-based pediatricians represents the best way to perform a 

sustained surveillance system. In this context, we have made efforts for 30 years 

to build such research network able to generate new knowledge on the 

epidemiology of the main community-acquired pediatric infectious diseases. 

The Pediatric Clinical and Therapeutical Association of Val de Marne (ACTIV) 

was at first a regional network (Paris area) and was extended to a national level 

with the Association of French Ambulatory Pediatricians (AFPA) and with a 

pre-existing hospital network, the Pathology Pediatric Infectious Disease Group 

of the French Pediatrics Society (GPIP). By addressing areas of concern for 

primary care physicians such as improving the diagnosis and/or management of 

pediatric infectious diseases, most of our research projects try to answer a daily 

clinical question related to professional practice in order to promote pediatric 

best practice for the benefit of children. The pediatricians/investigators were 

placed at the cornerstone of the research system so that they directly found a real 

benefit of participation in terms of daily practice and professional education. 

Moreover, the training and teaching of the pediatricians, involved in the 

ambulatory/hospital network, represent the best way for themselves to improve 

their diagnostic ability. This is easy to accomplish today with specific e-learning 

sessions for each disease and the use of the same computer software. Moving to 

this new method allowed us to even more easily perform studies by directly 

obtaining data from pediatricians’ computers. Indeed, recently, we have 

automated data capture from electronic medical records for children in 

ambulatory settings, the Pediatric in Ambulatory Research Infectiology (PARI). 

The participants benefit in real-time from the epidemiology of several infectious 

diseases on a specific Website.  

 

To date, our ambulatory/hospital research network has contributed greatly to 

answering public health questions, particularly as regards to vaccination 

strategies and antibiotic resistance.  We believe in this model, which can easily 
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evolve with thematic topics of research prioritized according to epidemiological 

changes. Without competing with the different pre-existing research groups in 

our and in other countries, we try to federate and involve all the volunteers in 

our networks. Due to different pediatric practices, epidemiology of diseases, 

vaccination schedules, we are aware that clinical or epidemiological studies 

performed in other countries are not always extrapolatable nor transposable and 

this leads each country to conduct its own researches. However, we think that 

this network, which is unique in Europe, could be established in many other 

European countries. 

 
Levy C, Vie le Sage F, Varon E, Chalumeau M, Grimprel E, Cohen R. Pediatric Ambulatory 
and Hospital Networks for Surveillance and Clinical Epidemiology of Community-Acquired 
Infections. J Pediatr 2018;194:269-270 
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17. The stage of adulthood is not the pinnacle of human development 

Jochen Ehrich 

Each newborn begins a unique journey, rich in value, resulting in steps of 

equivalency with other age groups and progress through a never ending 

individual development. Childhood is a value in itself and not just a biological 

maturation and "metamorphosis from the larva to the butterfly". 

Parents are the closest companions and guardians of children. Unfortunately, 

many adults force children into the thinking, feeling, and communication system 

of the adult world, a process which they call "education".  

Adults argue that they want to prepare as children quickly as possible for future 

life which is going to be a complicated adult world with many life crises. 

However, the verbal communication of adults and children as well as the mutual 

understanding of feeling and thinking differ in many ways. Moreover, there  is 

the challenge that the elderly must accept the necessity of re-learning child-like 

perceptual qualities (listening, feeling, curiosity, and patience). 

The philosopher Sören Kierkegaard, a thinker of existentialism wrote a 

pessimistic short thought track about childhood: "At the end of their childhood, 

knowledge-thirsty, open-minded children have become disappointed, broken 

adults, of whom a first part chases after happiness in this world and the second 

part hopes for happiness in the thereafter." 

 

The adult world is the most important problem for children.  

 

The kids are not the root of the world's problems. 

 

These two statements of mine seem to be unrelated at the first glimpse, however, 

after reading one sentence after the other they should become the icebreakers for 

reflecting on my provocative explanation why the wheel of history is constantly 

turning back and forth on earth, giving rise to an absurd and dark world theatre, 
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whose tragedies are the scarcity of  light episodes and enlightened phases 

without reaching a meaning- and value-full stage.  

Philosophizing requires impartiality and imagination. In my experience, children 

possess both prerequisites until they are forced through the adult world by 

education into trained old thought-tracks. It is conceivable that the overriding 

problem of our world is that adults (parents and their environment) are reluctant 

to understand and accept the needs of children in their participation in decision-

making. Where do children stand in our society? In the centre? At the edge? I 

think that the prime concern of all life on earth is that all adults (not just parents) 

are only partially willing to understand and accept the needs of children and 

their role in their participation, perception and decision-making. 

Lacking insight into their own deficiencies in child-friendly care policies, adult 

behaviour usually results in poor children's participation in societal development 

processes and continually reinforces the mutual misunderstanding of young and 

old throughout the time of the child's entire development. This pattern of 

behaviour is a fundamental problem, if passed on from generation to generation 

and once established in their own family. Thereby, a circulus vitiosus will 

continue for generations to come. Is this a vicious circle that falls under the 

biblical concept of the original sin and the doctrine that man is born evil?* 

* Comment by the editors 

We think that in terms of meaning, symbol and morality, the implications of 

William Golding's perspective in "Lord of the flies" are clear: the evil young 

boys reflect a larger human darkness, which is associated with a world of war 

violating civilisation. However, we think that he is wrong in attributing the 

criminal behaviour of young school boys to an inborn human trait as the root of 

all evil. The human tragedy of child warriors has taught us to understand that it 

is the adult world which stands always behind these catastrophes involving 

young people.  Our conclusion is: Only if adults change, the world will change. 
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Autonomous and nonconformist tendencies of adolescents during adolescence 

are perceived as disturbing by elderly people. However, they are usually of short 

duration and are of fundamental creative importance to society as a whole, in 

adapting to necessary new developments. 

The slogan "Children are our future" should be used with restraint, as it 

primarily voices the idea that children are the future financiers of our pensions 

and, therefore, must be promoted. They are the beacons of hope into a hopefully 

prosperous economic future, solving  seemingly unsolvable current problems. 

For this, the children are not always well prepared by their parents and the adult 

world. More appropriately, the slogan should be: "Does the present generation 

of adults have a convincing concept to successfully prepare the children of 

Europe for adult life?" 

The question must be clarified, why it seems to be impossible to support the 

creative power  of youngsters for generating a positive effect on the elderly. 

Their empowerment could in turn trigger a positive feedback on the children 

through learning processes on both sides. Is it because parents can not and do 

not want to learn from their children?  

The explanation for children's inadequate participation in complicated thought 

processes suggests that adults tend to underestimate the complexity and depth of 

child thinking, from infants to adolescents. Due to their age advantage, adults 

depend on the quantity and quality of their thinking, feeling, experiences and 

abstract knowledge. They underestimate essential moments of the child's 

intuition. 

Positive drives emerge on the basis of a "healthy" culture of living together. If 

this "healthy" culture is not sufficiently available in times of decadence, there is 

a need for cultural change through criticism and for trying out alternative ways. 

Here, young people who are not suffering from lack of alternatives can play a 

central role in initiating just that. 
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Caution is required in Western Europe. There seems to be the  "normality of 

lacking alternatives". This means that people seem to easily resign to the 

conjecture that the lack of alternatives has become irrefutable normative. Thus, 

there has to be a shift from civil society in general, with its unchangeable rules, 

to the culture society, with a strong determination of everybody to venture 

change. Cultural change is mainly through "learning across prejudices and 

borders" and also through new theories involving religion, arts, etc. 

Communication, amongst other means, is expressed by speech and writing. 

Adults understand the lack of literacy of pre-school children as a justification for 

the young child's limited logical and philosophical reasoning. Naturally, young 

children cannot communicate this linguistically, since language as "abstract 

pods" has to be organized later in life. However, the much older system of 

communication through emotions is often overlooked. Here, children can 

make perceptions that can much better be differentiated by adults. Associated 

with a limited verbal communication ability of the child, this lack of adult 

knowledge leads to the child's notion te be a non-equal to the adult.  

What are the causes of this pessimism, which I, as a paediatrician, can 

comprehend and sympathize well with? 

1. Philosophical knowledge points to the role of education and the mind settting 

as the basis coping with life. I think that there is a need for better and child 

friendly philosophical education, and for more mindfulness. 

2. Psychological knowledge points to the role of the unconscious and the 

irrational as a both help and disturbing factor in coping with life. I think that 

there is a need for establishing a better child friendly environment. 

3. Sociological knowledge points to the role of the environment and social 

character as a prerequisite for coping with life. I think that there is a need for 

better communication in all age groups in the community. 
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All three should actually be in a healthy proportion to each other, creating 

dignified individuals and saving humanity from recurring relapses into 

destructive patterns of behaviour. 

I believe in the central role of mental and physical health of children which is 

not necessarily associated with a healthy world.  

 

 

 
 

The child understanding the philosophy of looking ahead 
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18. The stage of adulthood may be the pinnacle of human 

development. 
Comment on "The stage of adulthood is not the pinnacle of human 

development"  François Corrard 

The difficulty of the transition that children make from their world to that of 

adults is too complex to envisage in a simple manner and merits a few 

comments, which I do not pretend being able to provide a conclusion to this 

question. 

The world of children is not that of adults  

The child needs guardians, whereas the adult does not. The logic that children 

express in words can surprise adults. A family conflict or stand-off show how 

loving and thoughtful parents are surprised by the gap that separates their 

apparent knowledge from that of their offsprings' inner experience. We know 

that a handicapped child can upset adults' usual scale of values, especially if the 

family accepts the child's idiosyncrasies. Even in adulthood, the child with its 

curiosity, imagination and desires is still present in each one of us. 

The transition from the world of childhood to the adult world is difficult 

To change worlds means to change references. Abandoning what we know for 

what may be uncertain is not necessarily easy. Some adolescents do not succeed 

in reaching adulthood and acutely withdraw from all social contacts, like 

hikikomori syndrome, first identified in Japan.   

What drives the transition from an infant to a toddler, a child, an adolescent and 

an adult? For example, what prompts a toddler  to explore another "universe" as 

soon as it can crawl around? Climbing onto a sofa can be dangerous and this 

adventurous effort is not essential for the toddler's motor development. It seems 

as if the stock of energy or - according to Freud - the level of psychic excitation, 

differs between toddlers .  However, how can we measure these variable 

personality traits? Curiosity seems to reflect a toddler's and adult's stock of 

psychic energy, in particular the surplus that is not needed for basic daily needs. 
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Why do some people climb mountains or sail around the world. Artists create 

artefacts, scientists create new knowledge? "Avoir envie d’avoir envie" ("The 

desire to develop desire") sang the singer Johnny Hallyday. This force, this 

"intellectual and artistic appetite" at starts at birth and lasts throughout life. It 

drives all people to overcome the  difficulties and challenges of life, in order to 

pass from one "world" (stage of development) into the other.  

This passage to the adult world needs mental conditions, such as self-confidence 

and emotional maturity, a capacity to leave behind what could hold a child 

psychologically.  

 
It is not easy to become an adult  

(Francois Corrard disguised as father Christmas being guided away by the police during a protest march) 
 

You write: “The adult world is the most important problem for children”  

I am not sure that the main difficulty in a child's development is the adult world. 

It is rather the difficulty of living in harmony with oneself, of becoming oneself 

regardless of the world, be it that of childhood or adulthood. It's a long inner 

journey learning to know oneself, to solve the difficulties that adolescents 

encounter in defining their social, professional, and emotional roles and which 

they alone build. Help from adults is of value, but the journey is above all a 

personal one.  
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You write: “Where do children stand in our society? In the centre? At the 

edge?” The place of children in our society has never before been taken so 

much into account as now. "The baby is a person" (as a proper person) said the 

psychoanalyst Françoise Dolto, who imbues society with this notion (1984). 

Children's rights are recognized worldwide: the United Nations 1989 

Convention on the Rights of the Child was signed by 194 countries. Universal 

Children's Day is celebrated on November 20th each year. Many countries have 

an independent commissioner defending children's rights and to which anyone 

can appeal free of charge. Museums provide special exhibits and activities for 

children. Marketing people know very well how to trigger the wishes and 

expectations of children in order to sell their own products to them.  

Forty years ago, we were confronted by a frequent speech impediment: 

stuttering. Families used to tell children at the dinner table: "Before speaking, 

turn your tongue seven times in your mouth." Has this attitude not declined 

because of the new freedom of expression given to children?  

This revolution in attitudes has not been problem-free. For example, parents 

may have to contend with their own children being spoiled by too much freedom 

and abusing from parental protection when continuing to live as young adults in 

their parental home. In today's changing and uncertain world, where divorces are 

more frequent, where unemployment may happen to everybody, and and where 

parental ties are the only constant in life, the child may become the object of 

emotional overinvestment. 

What kind of adult world has  our older generation left to our children of 

today?   

There are formidable achievements:  

- the revolution in the acquisition of knowledge through the Internet (started by 

researchers at CERN in 1989) by horizontal, unrestricted, free, and permanent 

access;  
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- the rights of women (the pill, abortion, the vote, the move towards equal pay 

for equal work);  

- the construction of Europe (a first in the history of humanity in which the 

language of canons has been replaced by written texts);  

 - the Erasmus Programme  (European Union student exchange programme 

founded in 1987, involving 33 countries and 3 million students by 2013);  

- record life expectancy; exponential progress in research;  

- mobile phones;  

- the growth of altruism (nongovernmental organizations);  

- the use of robots to reduce arduous work;  

 - reduced costs for many goods and services, thus increasing purchasing power;  

 - reduction of extreme poverty (Global Hunger Index of the IFPRI 2015); the 

decrease in the number of dictatorships;  

 - fewer violent deaths around the world, including wars;  

 - continuing growth in average living standards;  

 - openness to and acceptance of sexual and gender diversity (homosexuality, 

bisexuality, transgenderism).  

All these achievement are, of course, fragile and these advances have to have 

their trade-offs that have to be managed. In addition, we are facing major new 

problems (the state of our planet, migrations, antimicrobial resistance, the 

fragility of the global financial system, etc.). 

How can children be helped to move from their world into the adult world? 

The adult world is very complex. Should it be adapted to the needs of children 

or should children be given the right tools means to conquer this always 

changing, complicated world? Adults must accept their universal duty to respect 

children and their specific needs and abilities when guiding them into a new 

world and spreading knowledge and their own experiences. The promotion of 

social mobility will help children to choose their own life style and to adapt to 

changes of human life on earth. 
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What role should first-line paediatricians in ambulatory settings play in this 

process of transition? 

The transition from childhood to adulthood seems easier when prerequisites are 

progressively acquired throughout the first stage of life. This is ambitious and 

embodies the aim of pediatrics: to lead the child into tomorrow. Which means 

helping the child build self-confidence. This involves helping adults to become 

parents by finding the right distance to their child: not too close and not too far, 

a balance between autonomy and guidance, as well as between individualism 

and conformism. It means helping to assuage parental anxiety, which may 

impact the relationship with the child, ensuring a two-way mutual respect, 

discovering the child's abilities and trusting him or her (in managing, for 

instance, most common childhood illnesses).  

It also means following the child's development, be it somatic, sensory, 

psychological, or cognitive, identifying anomalies and trying to remedy them. 

It means intervening in the family economy when it malfunctions. 

The aim is that the child thrives and becomes an adult and later a parent well-

equipped to assist the next generation. The pediatric psychiatrist Professor 

Delion ascribes to the pediatrician a "civilizing function." Goethe advised to 

limit this ambition: "Treat people as if they were what they ought to be and you 

help them to become what they are capable of being." 

You write that, as a pediatrician, you sympathize with this pessimism. 

I can give you a single reason for sweeping aside your pessimism. Since the 

dawn of humankind (4 million years ago), billions of children have managed to 

adapt to the adult world, some with a higher degree of success than others, I  

must admit! 

Generation Y (born between 1980 and 2000) favors another balance in life with 

more personal time. It has invented a new type of relation (social media), and is 

revolutionizing the organization of work: horizontal rather than hierarchical 

management, complete integration of computing and the Internet, considerable 
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innovation of start-ups, collaborative economics, ecological considerations, and 

the search for new forms of learning (self-managing schools). 

By all means, let's help these children and their parents, and above all let's trust 

them so that the stage of adulthood may become the pinnacle of human 

development! 

 
 

19. Children  must be children.… in a world organized around their needs  

Giusy De Rosa, Teacher Primary School, Istituto  Comprensivo Ruggiero, 

Caserta, Italy 

Thank you for publishing this important reflection on a world running into the 

wrong direction. 

"Children  must be allowed to be children and to live in a world organized 

around their needs." This quote reflects the pedagogy of Maria Montessori 

(1870-1952), the first physician woman and epochal educator in Italy. She 

understood that the perspective of adults when reflecting about the sense of life 

had to be changed and better balanced by focusing more  on children's  than on 

adult’s needs. However, tragically this goal has not been reached until today. 

Adults tend to transfer their own responsibilities to children and generations. 

Even entire nations have developed this strategy, e.g. the Operative National 

Projects (PON) in Italy invented the slogan “Together with Europe we invest in 

the future”. This slogan can be interpreted in that Italian responsibilities and 

duties should be laid into the hands of Europe as a whole. It could also mean 

that if the current generation of adults fails to achieve for instance the 

Millennium goals of the World Health Organization, children of upcoming 

generations will have to solve the current problems at later stage.   

How can follow-up generations become more successful than previous ones if it 

is not guaranteed that adolescents can develop new visions and pathways  

deviating from those of older generations. This unhealthy scenario means that 
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the second generation will live under an enormous pressure of old expectations. 

How many more new mental morbidities will this farce create in the future? * 

I think that everyone must teach his/her children, his/her students, in fact all 

children must learn to decide on their own. Adults must help them nurturing 

critical thoughts and support them to follow their own "stars". "The education of 

even a small child, therefore, does not aim at preparing it for school but for life" 

(Maria Montessori). 

What is the reality? Instead of empowering children by the right means and 

methods, parents focus on forcing their 4 -5 years young children to learn how 

to read and how to write as soon as possible. Poor children. 

Italian citation: 

" Innanzi tutto grazie per la condivisione ... una riflessione importante su un 

mondo che effettivamente va alla rovescia. 

Quei genitori che costringono i figli ad imparare a scrivere e a leggere a 4 -5 

anni??? Tutto ritorna... le proprie ambizioni ricadono sempre sui bambini! 

Poveretti!" 

* Comment by the editors 

Stefan Gruenewald wrote in his book "Germany on the couch": "The coolness of 

the 1994 generation of young people expresses an unconscious pain avoidance 

strategy. In this depth-psychological function of self-protection lies the 

attraction of cool indifference, which continues to this day", and which - in our 

opinion - has lead to decisionlessness of the young generation. We conclude 

that the development of unity of inner power and direction during childhood 

will induce undiminished forces of passionate impulses and non-diverted 

straightness of direction. Teaching decisiveness and error culture are two 

essential modules of empowerment of children and adolescents. 
Gruenewald S. Deutschland auf der Couch. Heyne Verlag, Muenchen, 2006, p.23 
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20. "Stolen" and unfinished thoughts 

Jochen Ehrich 
 

My childhood and youth are my homeland. 

(Horst-Dieter Hüsch) 

 

When the adults change, everything changes  

(Paul Dix) 

--- 

When medical facts are false, therapeutic decisions will be wrong, 

however, 

when opinion makers in medicine create false facts, 

not only their decisions will be wrong 

but patients also loose trust in child health care service systems.  

(common knowledge) 

--- 

A diagnosis of chronic diseases is often associated with feelings of guilt, shame, grief and 

hope. These feelings apply to the responsibility for diseases that are ascribed to oneself or 

another person because these feelings connect own performed or unperformed actions.  

Guilt by association is a frequent and normal reaction, however, it is counterproductive and 

interferes with healing processes and coping strategies.  

(common knowledge) 

--- 

Success hallows the mean  

(Machiavelli) 

How does it apply to medicine? 

--- 

Paradox? 

Some people want to be close to distant people living as far away as possible. 

Why do sick children sometimes prefer to speak only to strangers?  

Is it really  because they think that those distant people  

will understand better their own feelings and dilemma than family members? 

When and why do severely sick children start to protect their parents from grief.  

(Jochen Ehrich) 
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Children need books  

(Bruno Bettelheim) 

Children need fairy tales  

(Bruno Bettelheim) 

--- 

The doctors dilemma 

Physicians  know what they know in medicine. 

They should know what they don't know. 

However, they don't know the unknown known, 

and they  don't know the unknown unknown.  

(Jochen Ehrich) 

--- 

Individual assumptions mean that a person remembers something that she/he has understood 

and of which she/he knows that it can be right or wrong.  

In medicine, these persons are the patients. 

Collective assumptions means that a group of people pretends to have found the solution for 

a complicated or complex observation, essence or phenomenon which it tries to defend 

against critical comments of competing colleagues and observers. 

In medicine, these persons are the medical  doctors. 

Believing means that a person wants to rely on an observation of information  

without having fully understood it to the last. 

In medicine, these persons are the patients and the medical doctors. 

(Jochen Ehrich) 

How can this be changed? 

--- 

Children can be fit and unhealthy 

because fitness describes the ability to perform a task 

and health explains a person's state of well-being. 

Professional athletes can be fit but unhealthy 

because their extensive physical exercise may harm long term well-being. 

(Anonymous) 

--- 
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A child is not a keg in which you have to fill knowledge.  

It is more of a sponge that absorbs knowledge. 

(common knowledge) 

--- 

Creativity is our main renewable resource  

It is the endless loop of inspiration, dreams, visions, evaluation, transformation, 

implementation, improvement, evaluation,  

re-transformation, re-evaluation, re-implementation,  

and so forth. 

(Anonymous)  
--- 

Governments do not raise children  

– parents do –  

so government needs to do more to support parents and families. 

--- 

Health care services need to be shaped by and responsive  

to children, young people and families,  

not designed around professional boundaries. 

--- 

Serene people  

To be serene is a behavior that strikes the person  

like a sunbeam in the rain and guides to the reflected action.  

It is by nature a social gift.  

Individual prudence is not rare, but collective prudence is a rarity,  

and its absence can result in panic in crowds of young people. 

(Jochen Ehrich) 

--- 
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21. Place and space of the rational and irrational in paediatrics 

François Corrard MD, paediatrician and President of the Association 

Clinique et Thérapeutique Infantile du Val-de-Marne (ACTIV),   Saint 

Maur des Fossés, France       

In human life, the rational and the irrational "rub shoulders" and oppose each 

other. Rational reasoning is a small part of the mental functioning of a 

fundamentally irrational individual insofar as the basis of all her/his behaviours 

is the affect, that is to say, the feeling of a sensation, a feeling of an emotion. 

Making a decision in medicine relies heavily on irrational thoughts. For 

example, a review of 30 studies (1) on the identification of severe bacterial 

diseases in children revealed the importance of two interrelated signals: the 

parents felt that the acute illness was different from previous episodes of illness 

and the clinicians instantly felt "that there was something wrong". This "gut" 

feeling, whether it belongs to medical laity or professionalism, had a stronger 

positive predictive value than the rational evaluation of the child's condition by 

clinical examination. 

The history of humanity is shaped by theologies and science. However, a 

spectacular revolution struck the human minds in the nineteenth century in two 

ways. Leaving the question of "why" to theology, the scientific attitude aimed at 

responding to the question of "how". This opened the field of measurement ("If 

you can not measure it, you can not improve it" (2)), experimentation and 

objectivity. The other questioning is that of "distrust yourself and your own 

observation" in relation to the self-assessment of the investigator and the subject 

under examination. In other words this concept values the interaction of the 

senses, perception, cognition and behaviour. 

Evidence based medicine, statistical validations, repeatability of the results of 

experiments and double-blind analyses act successfully against the serious 

conflict of interest that binds the researcher to himself and to his intrinsic desire 

to defend his own hypotheses. The focus of modern science in medicine is the 
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idea of approaching great universal laws and genuine truths which are 

independent of individual opinions. Auguste Comte (3) said: " Savoir pour 

prévoir et prévoir pour pouvoir ." (We have to know in order to predict and 

predicting in order to care). 

This paradigm has boosted knowledge and opened the field of rationality in 

medical practice, repressing dogmas of irrational nature. Today, the needs of the 

healthy and sick child are better known than ever before and therapeutic 

interventions have shown to be remarkably successful. There is an exponential 

increase of new publications in an increasing number of printed and online 

medical Journals.  

However, will this scientific progress, which is characterized by an inherent 

acceleration ever respond to the never ending hope of human beings in finding 

universal truth? Is this wishful thinking indeed reasonable? The answer must be 

no, of course. Each study protocol with its criteria of inclusions and exclusions 

explores only one facet of a complex reality. Science tries to dissect complicated 

systems in order to explain the "mechanics of living organisms" but it does not 

address the synthesis of these multidisciplinary approaches to the essence of 

"what is life".  

The scientific need to reason about general aspects of diseases tends to erase 

individual peculiarities. Drug metabolism, for example, is a function of 

pharmaco-genetics of each individual patient and, therefore, the general 

therapeutic recommendations cannot prevent undesirable effects in a minority of 

patients. Moreover, even highly sophisticated  methodological techniques cannot 

easily take into consideration that the effects of irrational natural domains (for 

instance consciousness or metaphysics) are leading to phenomena that are 

difficult to measure during the interaction between patients and caregivers, such 

as the intensity of a child's smile or the non-verbal interactions of an infant. 

Other limitations of science include ethical aspects of research and the challenge 
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of diseases affecting those people in the world who are living in countries where 

research can hardly be performed because of limited financial resources. 

In this dialectical dualism of the rational and the irrational, my question arises: 

"What is the role of the paediatrician in child health care"? Doesn't she/he 

resemble an artist who balances with one hand the scientific recommendations 

and guidelines being built on statistical averages of all kind of experiments and, 

in the other hand, the expectations and idiosyncrasies of the child and its family. 

In my opinion, this dilemma plays a fundamental role in medicine. Is medicine 

unable to become real science and does it ,therefore, have to remain an art? Or 

could it mean that treating a disease is science and treating a patient is an art?  

I think that the solution of these inevitable conflicts requires paediatric thinking 

and feeling which must support each other. Rationality and irrationality are two 

sides of the same coin. 
1. Van den Bruel A1, Haj-Hassan T, Thompson M, Buntinx F, Mant D; European Research 
Network on Recognising Serious Infection investigators. Diagnostic value of clinical features 
at presentation to identify serious infection in children in developed countries: a systematic 
review. Lancet 20106;375:834-845 
2. Lord Kelvin "In physical science the first essential step in the direction of learning any 
subject is to find principles of numerical reckoning and practicable methods for measuring 
some quality connected with it. I often say that when you can measure what you are speaking 
about, and express it in numbers, you know something about it; but when you cannot measure 
it, when you cannot express it in numbers, your knowledge is of a meagre and unsatisfactory 
kind; it may be the beginning of knowledge, but you have scarcely in your thoughts advanced 
to the state of Science, whatever the matter may be." Source: Electrical Units of Measurement 
(1883) 
3. Auguste Comte. The Course in Positive Philosophy (Cours de Philosophie Positive) was a 
series of texts written between 1830 and 1842 
 
 

Comment of the editors 

The members of the Association Clinique et Thérapeutique Infantile du Val-de-

Marne (ACTIV) are ambulatory paediatricians working in their private practices 

and academic researchers. Together they founded ACTIV in 1988. This fruitful 

cooperation has improved the quality of child health care. This network of 

ambulatory and university paediatricians is using translational research with a 

rigorous methodology applied to the problems of daily practice.  

http://zapatopi.net/kelvin/quotes/
http://zapatopi.net/kelvin/quotes/
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Masquerade 

 

22. African health beliefs  

Ekkehard Doehring, paediatrician, Professor emeritus, Children’s Hospital, 

Hannover Medical School, Hannover, Germany 

In the past history of mankind, medicine was magical and mythological, and 

diseases were attributed mostly to supernatural forces. Today, the biological 

basis of pregnancy, growth and development as well as the understanding of the 

pathophysiology of diseases still remains obscure for many poorly-educated 

Africans. Thus these topics are correlated with supernatural powers and magical 

influences. Consequently, all existential threats are dealt with by rites and cults 

which aim at positively influencing the fate of life. 

Traditional healers provide an important link between the rural peoples of Africa 

and primary health care. Nganga is a Bantu-term for a spiritual healer or 

herbalist which is widely used in Africa. Approximately three quarters of the 

African population use traditional healers, and traditional medicine provides a 

major source of health care for more than two thirds of the world’s population.1 

Traditional healers do not receive formal training in medical procedures or 

medicine dispensation, but rather acquire their healing methods and skills from 

the spirit of a deceased family healer, or they are chosen by an unknown or 
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ancestral spirit. Traditional healing is a well guarded family possession and is 

handed down by generations from one family member to the next. Several signs 

of a predestined child, called to the profession of traditional healing were 

identified, such as the child holding some ritualistic objects like seeds or a twig 

at birth. If this mission/calling is manifested later in adulthood, these signs 

materialise as a prolonged illness characterised by symptoms that may include 

dreams, hallucinations and socially deviant behaviour. Several specialisations 

and combined skills of traditional healers may be encountered such as diviners, 

herbalists, midwifes, circumcisers, birth attendants, faith healers and others with 

combined roles.  

The underlying principles of traditional healers in practicing primary health care 

are based on three factors: First factor, the healers ensure that the patient and the 

symptoms are taken seriously and fears are abated. Second, the healer considers 

the whole individual, not mind and body separately. Third the healer never 

considers the individual alone but as a member of the family and the 

community. However, the root-cause-effect-long term outcome concept which is 

used by modern medicine (aetiology, symptoms and signs, pathology and 

response to standardized therapy) is rarely used by African healers to explain 

and to treat diseases. Instead, a disease may be regarded as “a rupture in life’s 

harmony”. 

Traditional healing has been heavily criticised by conventional medicine. 

However, it has been worldwide gaining popularity up to being romanticised. 

Traditional healing is  increasingly viewed with suspicion in African societies 

because of the connection with the often malevolent and frightening occult 

forces fomenting social conflicts, competition and confrontation. The open 

profitable sale of artefacts is one of the most troubling aspects for anyone 

seeking help in traditional healing.   

When African children are admitted to hospital, at least one family member will 

remain at the bedside to supply the child with food, general help and 
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psychosocial care. The parents may give a talisman or an amulet to the child 

because of their legendary healing powers. In fact, this habit is not restricted to 

Africa, and the use of lucky charms in Western European societies is probably 

more prevalent than thought. Barr et al. (2000)2 reported that thirty percent of  

Israeli families used amulets on intensive care units, irrespective of the 

socioeconomic status of the family or the severity of the patient's illness. 

Amulets and talismans were used more frequently by religious Jews, by families 

with a higher parental educational level, and for very young children. Medical 

and nursing staff dealing with severely ill children are aware of the emotional 

benefits of such practices. Interestingly, the estimated frequency of amulet-use 

by children's families in Israel, as perceived by the staff, was significantly higher 

than the use reported by parents. In Jewish families the actual use of amulets 

was reported to be 30% as compared to the 60% estimated by the medical staff,  

while in Moslem families the actual use was reported to be less. 
1 Doehring E, Ehrich J, Ehrich JHH. Child Health reflected in African Artefacts. 1st edition 
2010 Department of Paediatrics, Hannover Medical School, Germany. ISBN number: 978-3-
00-034244-8 
2 Barr J, Berkovitch M, Matras M, Kocer E, Greenberg R, Eshel G. Talismans and amulets in 
the pediatric intensive care unit : legendary powers in contemporary medicine. Israeli Medical 
Association Journal 2000; 2: 278 – 281 
 

 
Ekkehard Döhring 
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23. Comment to « African Health Beliefs »  

François Corrard 

 

Magic does not only have an important place in the management of health in 

Africa, but also in many other parts of the world. Magic feelings are part of 

powerful and invisible individual "inner forces" and coping strategies. In France,  

as in Canada, parents have their babies put on amber necklaces to provide 

analgesia for teething ache. Despite warnings of the risk of strangulation due to 

their clasps (which have since been modified), parents are convinced of a 

positive pain relieving effect of this fossilized resin on painful gums. It is 

surprising to see so ostentatiously displayed this belief in litho therapy and at the 

same time the place reserved for magic feelings by parents concerning the nature 

of healing processes.  

I propose that paediatricians should use this information on non-professional and 

strange looking coping strategies of parents in order to accept them more often 

when  they are applied by the parents of sick children. Accepting the view of 

parents, avoiding long and unfruitful discussions on the difference between 

causal correlations and non-causal associations, and finally integrating the 

parents' proposal into the standard treatment of school medicine means that 

parents will become more integrated in the care of their children. This attitude 

created a child and family friendly atmosphere, although it may not add so  

much to treating diseases or symptoms.  Parents like to become active 

themselves as healers by applying fever or other types of envelopes on the 

body, mixing cold drinks, good tasting diets, reading fairy tales, etc. 

In Africa, the role of traditional healers in primary health care is considerable 

and should not be neglected. A Malian paediatrician reported to me that the 

beginning of the distribution of a new anti-malarial drug in the Malian 

population had once been a complete failure. In fact, the traditional healers had 

not been informed prior to the new therapeutic campaigns. Compliance of 
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healers and adherence of local patients to modern treatment of school medicine 

increased only after explaining to the healers the advantages and side effects of 

the new drug and also after adding traditional medications to the mono-therapy 

with the new drug. Not surprisingly, many patients became convinced of the 

success when the antipyretic drug paracetamol had been added to treatment, 

leading to immediate lowering of fewer and an improved general feeling. 

In Chad, Burkina Faso and elsewhere, parents primarily consult the marabout 

(witchdoctor) when a child falls ill. Together, they are looking for possible 

recent conflicts with other family members and neighbours or the whole village 

community. Once having identified the culprit (e.g. a specific) person, the 

marabout asks for a compensation, e.g. a hen, which will be given by the parents 

to that person concerned. If the child is cured, the value of the compensation was 

regarded as being sufficient. If the child did not get better, a second present with 

a higher value would be given. If the child died, it might be concluded that the 

value of the presents had been too low.  

We Europeans are often both fascinated and shocked by this idiosyncratic 

tradition, however, we must admit that this behaviour may be part of 

strengthening social cohesion! 
Taillefer A, Casasoprana A, Cascarigny F, Claudet I. Infants wearing teething necklaces. Arch 
Pediatr 2012; 19:1058-1064 
 

 Father and sons 



 106 

General comment of the editors to the above articles 

Intuition is a healthy stimulus for creativity and a motor for innovation. 

However, irrational believing should not negatively influence modern medical 

research and there is no place for mythical and magical thinking.  

Health care must be aware of the irrational when treating patients, e.g. to explain 

vaccination hesitancy as will be described in the article of Jiri Zeman. 

 

 
The child with its puppet and fetish 

 

 

24. Information or education, or both?  What is the paediatricians' role? 

François Corrard 

The medical consultation is asymmetrical, one of the three parties of the triangle 

"child-parents-physician" is holding in principle more knowledge than the two 

others. The transmission of knowledge can be done in different ways: It can be 

informative but peremptory, vertical, abstract, marked by the seal of power, and 

parents readily accepting that unstylish behaviour. On the other hand, there may 

be educative ways of explaining complex context, controversial views, referring 
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to different courses of information, and furthermore, communication can be 

interactive by discussing pros and cons of different diagnostic and therapeutic 

steps. 

I was struck by what is happening in France today with regard to vaccinations. 

According to an international survey in 2016 in 67 countries (1), French parents 

were the most numerous (41%) to be wary of the side effects of recommended 

vaccines. In recent years, the paediatric consultation frequently devoted a long 

time for explaining the risks and chances of vaccines for common childhood 

infections. As of January 1, 2018, the government made the same vaccines 

mandatory for children before attending an institution in the community and the 

school. For about 4 months the debate with parents on the pros and cons of 

vaccines  have disappeared in our practices with more children being vaccinated. 

The authority of the Ministry of Health and the top town decision obviously had 

a major impact on reducing the high rate of vaccination hesitation in the French 

society. 

The communication methods are differing from Bottom Up Decision Making  

to Top Down Decision Making, or a mixture of both oscillating from 

subsidiary levels to central levels of institutions and society.  

The parents have their own prerequisites for consultation: their experience, their 

ways of conceiving things, their ability to understand the limits of horizontal 

contribution of information by internet, their social networks, their 

neighbourhood, finally their family and clan. How can all these contributing 

elements, assembling many puzzle pieces create a well designed plan for starting 

treatment. How can new facts and views be aligned with already existing mutual 

consent. Should paediatricians collect all puzzle pieces to create a plan that 

finally pleases all people involved? Should paediatricians also check the parents' 

"psychic files" in order to uninstall weaknesses and replace them by  "pillars of 

strength"?  
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I am struck by the efforts of communicators in marketing and in politics to better 

understand the targets of their messages. My personal computer is invaded by 

cookies sold to manufacturers to select those of us who will be the most 

sensitive to their advertising.  

Do paediatricians pay the same attention to the management strategies on 

communication and do they have the same sophisticated approach of 

communication? The answer is no. Admittedly, paediatricians are in direct 

contact with their patients and can adapt messages according to the verbal and 

non-verbal gestures of patients and parents. I used to ask parents what they 

know about the role of functions of their child's symptoms. For example, when 

their child is coughing, I ask: "What is the role of the trachea?" I am amazed 

about the scarcity of people (about 30%) representing a population of average 

social level, who answered correctly. How can they understand that this violent 

bout of breath by coughing through this pipe is necessary to allow the optimal 

passage of air into the alveoli? I have to tell them that this cough, which worries 

and annoys them, is the sign of an intense struggle of their child, which needs to 

be even encouraged. Parents are generally grateful for this type of educative 

explanation of simple physiology. Usually their demand for anti-coughing 

agents lessens.  

The success of educative communication is the key to the professional 

behaviour of paediatricians. However, which of these two modes of 

communication, authoritarian and fast on one side, and attentive, explanatory 

and more patient on the other side, is the most effective? 

Some paediatricians will say that the answer depends on the country and culture. 

People of some nations are more easily accepting authority than others. The 

people of other nations  may be less open to simplified instructions, because 

they think "that all that is simple, is false; but everything that is not simple, is 

unusable " (2). The second method is in accordance with Goethe "Treat people 
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as if they were what they should be and you will help them become what they 

can be" (3). 

And you what do you think ? 
 
1.Larson HJ, Figueiredo A, Xiahong Z, Schulz WS, P Orchard, Johnston IG, Cook AR, Jones 
NS. The State of Vaccine Confidence 2016: Global Insights Through a 67-Country Survey. 
EBioMedicine 2016;12: 295-301 
2. Paul Valéry, French writer, poet and philosopher, 1871-1945 
3. Johann Wolfgang von Goethe, German poet, writer and playwright, 1749-1832 
 

 

25. The  success - mistrust - paradox* 

Jochen Ehrich 

As medicine has becomes more successful, anxiety regarding therapeutic failure 

or safety concerns also has become more prevalent. It has led to the success - 

mistrust - paradox. Success is supported by basic, translational, clinical and 

public health science. Mistrust is fuelled by both a public and social media 

which generally focus more on failure and disasters than on success and good 

news stories. This increases mistrust of patients towards health care systems 

which should be addressed as part of communication in the wider therapeutic 

process. 

Medical trustworthiness is judged by patients according to the performance, 

communication and empathy of physicians and nurses which may be skeptically 

viewed by patients. The end result may be that key medical information is not 

communicated by the patients to the professionals if patients feel that physicians 

are not receptive to their concerns. Vice versa, physicians observe how their 

patients react during consultations and tend to categorize the behaviour of 

families and their children as “coping or not coping”. Non-adherence and non-

compliance to treatment are more often attributed to behavioural deficits of 

patients than of care-givers although they occur in both groups. 

When concerns exist on both sides of patients and paediatricians they should be 

openly raised and addressed if the family is to benefit from the consultations. 
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Thus, the second paradox means that trust is built out of a foundation of 

mistrust. Physicians and patients must recognize, accept and work with this 

phenomenon of mistrust as a positive contribution to imporve communication 

and understanding. By consequence, health care systems must create a legal and 

a psychosocial basis for both parties to demonstrate to one another their 

competence and willingness to collaborate in the best interests of children. 

Despite different expressions of mistrust, all groups are usually willing to 

participate at the joint process of health care for altruistic reasons embedded in 

the cultural and national differences. 

An honest (triangular) conversation of paediatricians and patients and parents 

about outcomes of treatment can be equally important, as often patient 

expectations of a reasonable outcome and professional expectations of what is 

possible may be quite different. The management of  attention deficit disorder 

(ADD) often reveals that an adolescent or young person may have different 

outcomes in mind from their parents or teachers especially in relationship to 

"reasonable" behaviour. Without shared outcomes, mistrust may develop as 

expectations may be substantially different between all involved. 

Paediatricians should encourage patients and families to express their concerns, 

even though these concerns may appear to be an expression of mistrust of that 

individual or the system. Likewise, when professionals have concerns regarding 

a child, or their family's ability to cope, tolerate or therapeutic interventions or if 

family dynamics may interfere with positive outcomes, they should address 

these issues as part of effective communication that is essential to the process of 

true participation in health care. 

Healthcare service systems must recognize that trust is often built on the 

recognition of mistrust, addressing the issues by all parties in order to promote 

the best interests of the child or young person. 

*The author want to thank Dr. Simon Lenton for his substantial contribution to 

the text on the success - mistrust - paradox.  
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  The importance of being earnest at entry of the school 

 

 

26. Is non-adherence to medication an inevitable trait of patients or is there 

a need for a shift of paradigm? 

Georg Wolff, Dr. phil., psychologist, Children's Hospital, Hannover 

Medical School, Hannover , Germany  

Non-adherence (NA) is a significant problem among paediatric renal transplant 

recipients.1 Estimates of non-adherence ranged from 30 to 70% among 

adolescent patients, thus, posing a high risk of loosing their graft. The roots and 

causes of non-adherence of children to medical treatment are correlated with 
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non-compliance of their care-givers to treatment guidelines as well as to 

systemic factors such as health insurance deficits and other institutional systemic 

barriers. The purpose of my review and appeal is to rethink problems within a 

complex system implicated by non-adherence and to start a debate on how to 

achieve positive adherence results. 

In 2012, a new taxonomy for describing and defining adherence to medications 

was published.2 "Adherence to medications is defined by the process by which 

patients take their medication as prescribed, composed of initiation, 

implementation and discontinuation. Initiation occurs when the patient takes the 

first dose of a prescibed medication. Discontinuation occurs when the patient 

stops taking the prescribed medication. Implementation is the extent to which a 

patient's actual dosing corresponds to the prescribed dosing regimen, from 

initiation until the last dose. Persistence is the length of time between initiation 

and the last dose, which immediately precedes discontinuation. 

Management of adherence is defined as the process of monitoring and 

supporting patients' adherence to medication by health care systems, providers, 

patients, and their social network. 

Adherence-related sciences are defined as the disciplines that seek 

understanding of the causes or consequences of differences between prescribed 

(i.e. intended) and actual exposures to medicines." 

I conclude from my own findings in more than 400 transplanted children that 

"non-adherent patients" partially suffered from a lack of communication with 

health care providers (HCPs) for personal reasons, feeling dependent and not 

having been taken serious. In need to understand their personal reasons for NA 

they blamed the HCPs. This accusation sometimes mirrors the HCPs' tendency 

to attribute NA selectively to patients/ families. Mutual blaming appears to be a 

symptom of unresolved, sometimes irresolvable conflicts. The care for a 

transplanted organ requires the patients´ and families´ substantial discipline and 

life-style adaptation within very strict boundaries including life-long medical 
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surveillance. These requirements can collide with the patients´ desire to retain 

and defend their personal autonomy. This may intensify the tendency to evade 

discomfort and surveillance. In other words, NA happens at the interface 

between the rational and medical sense of treatment of HCPs, and the 

patients´/families´ personal and emotionally determined sense of life.  

Although NA appears like a senseless behaviour, it always entails a significant 

meaning from the patients´ perspective. The challenge is to decipher and 

understand the relevant and specific meaning. This is what the patients with NA 

expect from HCPs. Most HCPs, of course, realize, that many patients receive 

less respective attention than needed. 

Every psychosocial crisis contains and increases the risk for NA. NA appears, 

when patients feel that their emotional or social resources cannot solve the 

crisis. Crises may originate from family problems, from autonomy conflicts, 

from scholastic or vocational disappointments, or from existential conflicts. 

Crises may also originate from conflicts with the “medical regime”, for instance, 

when patients feel overburdened, or not really understanding the reasons for 

certain prescriptions. Many patients are compliant for a long time, and suddenly, 

within a crisis, they may become non-compliant. Not surprisingly, NA-rates 

increase regularly during adolescence.  

Judging from their personal interpretation of the respective crises, patients 

always have relevant psychological reasons for NA which are a meaningful 

signal for perceived incompatibilities, which needs to be accepted and 

understood. This acceptance will foster the patients' feeling of autonomy and  

trust in HCPs. The HCPs´ awareness of inter-relational and systemic effects on 

NA is also needed, and both acceptance and awareness provide a prerequisite for 

necessary and efficient efforts to reduce NA. For instance, understandable 

information, disease management training and reduction of perceived 

incompatibilities are required to improve NA patients and health care providers. 
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Reduction of NA is unquestionably necessary to improve the success of renal 

transplantation.  

I think that the focus of understanding the complexity of non-adherence to 

medications must shift from patient factors to healthcare services and other 

systemic factors.  
1. Wolff G, Strecker K, Vester U, Latta K, Ehrich JH. Non-compliance following renal 
transplantation in children and adolescents. Pediatr Nephrol 1998;12:703-708 
2. Vrijens B, De Geest S, Hughes DA, Przemyslaw K, Demonceau J, Ruppar T, Dobbels F, 
Fargher E, Morrison V, Lewek P, Matyjaszczyk M, Mshelia C, Clyne W, Aronson JK, 
Urquhart J; ABC Project Team. A new taxonomy for describing and defining adherence to 
medications. Br J Clin Pharmacol. 2012 ; 73:691-705. doi: 10.1111/j.1365-
2125.2012.04167.x. Review. 
 

 

27. The interaction of senses (perception) and sensations (feelings): what is 

the essence, and how does it make sense in the life of a child? 

Jochen Ehrich, paediatrician, European Paediatric Association 

(EPA/UNEPSA), Children’s Hospital, Hannover Medical School, 

Hannover, Germany 

Can adults see through the eyes of a child? This chapter examines the field of 

epistemology by discussing age dependent functioning of senses, perception and 

cognition as well as the role of children asking philosophical questions in 

relation to health care. It considers the production of knowledge about the role 

of children as a clinically relevant category at the intersection of sense as 

culturally organized competence in opinion making and the senses as a 

culturally normative and institutionally ratified sensory and perceptual talent 

endowment. As such, feelings, sense and the senses are objects of the empirical 

perception of the role of children in health care. 

The interaction of the senses (perception), sensations (feelings) and sense 

(essence) in child health care investigates how the faculties of sight, hearing, 

touch, taste, smell, etc. were made by nature to perform in a range of guises in 

medical practice. To what extent are they agents of communicators and burden, 

https://www.ncbi.nlm.nih.gov/pubmed/9874312
https://www.ncbi.nlm.nih.gov/pubmed/9874312
https://www.ncbi.nlm.nih.gov/pubmed/22486599
https://www.ncbi.nlm.nih.gov/pubmed/22486599
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bearers of information on reality, mediators between the child’s mind and the 

outer world, and inter-actors between young patients and care givers?  

This short summary wants to stimulate readers by asking more questions than 

giving answers to the complex aspects of the mental development of children 

and the situation of young patients extending into other spheres like identifying 

the child as a philosopher and a right’s bearer, and bringing a meaning to the life 

of children. 

The senses  and sensations of children are based on the age dependent cognitive 

functioning concerning external and internal stimuli, some of which are 

summarized in the following table: 

Stimuli affecting:   Vulnerability of children: 

1. pain sensation and itching increased (reduced tolerance) 

2. temperature feeling   increased (reduced tolerance) 

3. pressure feeling   increased (reduced tolerance) 

4. sight     narrow and selective visual field 

5. hearing    hyperacusis (reduced tolerance) 

6. smelling     increased (reduced palatability) 

7. tasting     increased (reduced palatability) 

8. balance    decreased (instability) 

 

The cascade from sensory organs to perception, cognition and behaviour of 

children. Jean Piaget's theory of cognitive development is one of the 

fundamental milestones for understanding the cascade starting from sensations 

to inducing perception and cognition and finally leading to behaviour of 

children. These neurophysiological events start with external or internal 

stimuli which are taken up by specific receptors of the sensory system. The 

frequently cited "five senses" vision, hearing, tasting, smelling and touching 

are present at birth and develop further with increasing age. However, it must 

not be overlooked that these "five senses" are not the only ones transducing 
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sensations from the inner and outer world to the mind of an infant, child or 

adolescent. There are many other senses playing important and different 

roles during child development. For instance, hunger and thirst play a key role 

in the life of a baby (and of parents who may be irritated by their crying baby). 

The inner senses include nausea, distension of the intestine and bladder, 

shortness of breath, vertigo, sense of time, balance, position of joints (e.g. tested 

by finger-nose-touching test), etc. These sensations may lead to vomiting, 

encopresis, enuresis, suffocation, crying and behavioural disorders which are 

signaling the environment that "something is wrong" (warning signals). In 

addition, the auto-regulation of the body may induce  self-healing processes like 

vomiting, diarrhoea (eliminating viruses), coughing (e.g. coughing up inhaled 

foreign bodies), etc. Both, immune system and hormonal system are complex 

autonomous, regulatory systems which are not isolated from the voluntary 

nervous system. The interaction between autonomous and voluntary nervous 

system can easily be understood by analyzing the auto-regulation of heart 

function: for example, stress will induce hormonal changes (adrenalin) which 

will increase heart rate, perceived as palpitations.  

I am focussing on complexity and "complex thought" (Edgar Morin: pensée 

complexe) because there is a risk that laity (and also paediatricians) may not 

fully understand the complexity of the child's body which lives in great harmony 

with its voluntary and autonomous nervous system. In fact, the newborn 

resembles a "high tech organism" that starts to live with its well-functioning 

"auto-pilot" and has to learn to switch slowly from auto-pilot to a partially "self-

directed living". Later on, the child will have to learn to develop healthy 

secondary automatisms (e.g. for dancing, sports and playing a musical 

instrument) which will improve performance and make every day life easier. It 

is obvious that all these developmental processes follow an inborn, well-

structured programme which, however, is subject to biological variation of 

quality and speed among different individuals. Therefore, it is easily 



 117 

understandable that some children, who start to speak early, will please their 

parents, whereas others may frighten their parents because they do not yet speak 

at an age when a "normal" child usually speaks. People must learn to 

understand the great variability of normal development of children. This 

being my main message. The senses of young children need time to develop. A 

deviation from the norm does not always indicate the presence of diseases or 

behavioural disorders. Of course, it is understandable that parents are irritated if 

their child is late in "climbing the developmental ladder", however, I criticise 

those parents and care givers who exert pressure on those children who need 

more time to develop their senses.  

My words of caution also relate to the development of perception. Senses and 

sensations by themselves do not provide children with a meaningful explanation 

of their environment or feelings. The identification of sensory information of 

children depends a great deal on their attention, memory and expectations which 

together decide on which of many stimuli will require priority of being selected. 

As can be expected, these neurophysiological events differ according to the 

developmental stages of senses and experience. In general, adult people have 

other priorities when perceiving a landscape or lively market places than 

children. There is no right or wrong perception if the senses function normally. 

The adults' perception is not "better" than the children's perception. however, it 

is sometimes different and more realistic. 

Cognitive development is a complex never-ending process. Piaget identified 

four stages in childhood: sensorimotor, preoperational, concrete operational and 

formal operational. It is not my intention to discuss the weaknesses and 

strengths of his artificial and theoretical concept. The ages at which children 

progress through developmental stages vary according to their genes, foetal 

programming and postnatal environment. Cognition is influenced by experience, 

knowledge, emotions, motivation and thinking (emotional and abstract 

intelligence). Cognitive processes generate the children's world which changes 
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during their development and which differs from the adult world. The adults' 

cognitive world is not better than the children's cognitive world, however, it is 

more rational, realistic, efficient and effective. Speech serves at translating 

cognition from one person to another, but not all persons may be able to verbally 

express their cognitive conclusions. Speechlessness may indicate a gap between 

the children's and adults' world. 

I think that today's world is suffering from the effects of worshipping early 

development and learning of children. Secondly, the admiration of competition 

as a value in itself and of modern technology, as a problem solving tool, needs 

to be critically revised if applied to the children's world. Last but no least, I want 

also to criticize the policy making media of  "advertising and propagating" the 

adult way of life to school children and adolescents as a norm of first order. If 

children adapt too early to the adult life style, they will shorten their life period 

as a child ("shortening their developmental ladder"). Thus, this abbreviation of 

childhood will block the continuity of further developmental cognitive processes 

which are needed to become a mature adult. The resulting gap between achieved 

status of cognition and desired status of adulthood in these young people lead to 

insecurity, instability and "behavioural disorders" classified as "new 

morbidities". Ironically the roots of these new morbidities are often falsely 

attributed to young people only.  

 

 

Comment by Lisz Hirn, philosopher 

"My occupation with sense always starts by acknowledging the senses 

(according to Albert Camus). The question of meaning arises when the senses 

for some reason can no longer make sense  (e.g. illness, traumata...). I also 

believe that the correlation between nonsense and sense is often neglected." 
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In remembrance of Antoine de Saint-Exupéry*: 

Adults expect that "children have to be lenient and gracious with tall 

people", especially when it comes to seeing, smelling, hearing, tasting and 

feeling.** 

“All grown-ups were once children... but only few of them remember it.” 

“Grown-ups love figures... " 

"When you tell them you've made a new friend, they never ask you any 

questions about essential matters. They never ask: "What does his voice sound 

like? What games does he love best? Does he collect butterflies?" 

Instead adults want to know "How old is he? How much does he weigh? " 

Only from these informations do they think  

they have learned something about him. 

“And now here is my secret, a very simple one: It is only with the heart that one 

can see rightly; the essential is invisible to the eye.” 

 

 
*Quotes of Antoine de Saint-Exupéry were taken from "The Little Prince" 

** the first and last part of the sentence were added comments by the editor 

https://www.goodreads.com/author/show/1020792.Antoine_de_Saint_Exup_ry
https://www.goodreads.com/work/quotes/2180358
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Andreas Werner and his children 

 

28. You don’t really choose to be a paediatrician, do you agree? Which 

inner forces make you to become a paediatrician? 

Andreas Werner, MD, primary care paediatrician, Avignon, France 

 

How do children experience their world? Is it really possible to conceive living 

in their world as an adult without relying on memories of our own youth? 

Children can hear, feel, taste and smell much better than adults. Healthy children 

are more sensitive, spontaneous, shameful,  attentive and expressive than adults, 

and they show their feelings more voluntarily than adults, especially when it 

comes to facial expressions and gesturing. 

However, children see less well, have a narrower field of vision and, above all,  

lack spatial vision. 

Experiencing the environment of children with the senses of an adult is 

impossible without using the imagination of a child. 

Can we imagine what it means to climb stairs with a step height of 80 cm or to 

live in rooms where all important and interesting things are located well above 

our eye level?  Who could tolerate being all day long surrounded by strong 

odours? 
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Do we understand how children rate adult people in their environment? What 

are their criteria to trust us? Why are children more attracted to some people 

than to others? For what reasons do they develop feelings of shame and guilt? 

I believe that the decision to become a paediatrician is very often an 

unconscious choice induced by the behaviour of children we once had the 

privilege to know well. No paediatrician voluntarily likes to choose a job in 

which she/he is daily confronted with incomprehensiveness, frustration, 

ignorance, and by persons failing to cooperate on her/his level. All 

paediatricians modify their adult behaviour and appearance daily in their 

paediatric practices, mostly unconsciously, according to the reaction they see in 

the eyes of the child. 

Of course, we all try to be courteous to patients, often hiding our feelings and by 

doing so we adapt to a social behaviour. However, children will find out 

immediately, if our behaviour is artificial or trustworthy. Children do not 

understand superficiality, politeness, cynicism and sarcasm. 

Looking into the eyes of a child is like reading a book discovering joy, 

enthusiasm, disappointment, love, friendship, grief and unconditional love, 

provided you are willing to learn their non-verbal language. 

I think that my reflexions raise an important aspect: 

Are paediatricians and other stakeholders just those adults who have retained a 

greater part of their childhood, their childlike perspective and mind? Are they, 

therefore, recognized by the little ones as their equals who understand them? Is 

this why paediatricians  become their trusted caregivers? 
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29. Attention-deficit-hyperactivity-disorder: do the current concepts need 

conceptual reconsideration? 

Georg Wolff, Dr. phil. psychologist, Children's Hospital, Hannover Medical 

School, Germany          

Attention-deficit-/hyperactivity-disorder (AD/HD) - including its variable sub-

forms - is conceptualized as “disorder” for about 240 years. I think that AD/HD 

urgently needs a conceptual reconsideration. The reason being that the affected 

children and their families suffer from these existing concepts in form of 

multiple confusing effects on patients. For more than 100 years, multiple factors 

were identified to cause AD/HD e.g. infections, psychological, social and 

societal conditions, as well as deficits of families, education and personal 

development. Later on, mild abnormalities of brain structures and lack of 

neurotransmitters  such as dopamine, nor-epinephrine and serotonin were found 

and genetic transmission was proven.  For about 70 years, the therapeutic effect 

of dopamine-activating medications helped many patients to cope with their 

multiple problems.    

In the 1970ies, comprehensive research in elementary school-childrens´ 

behaviour documented empirical behavioural criteria, leading to formulating 

diagnostic questionnaires. However, for methodological reasons neither the 

patients´ unconscious or conscious feelings, nor the imaginable motives for their 

behaviour or presumptions regarding origin or significance of their behaviour 

were included in the research regimes. Furthermore, these studies did not 

consider the basic human requirements´ of behaviour development which are 

depending on genetic, brain-functional and familial conditions or other factors. 

One of the main factors is a lack of dopamine or other neurotransmitters which 

will induce feelings and typical behavioural patterns. Such omissions were never 

appropriately criticized by world-leading AD/HD-experts. My following 

expositions and results are based on 43 years of multi-professional, extensive 

anamneses, mutual clinical diagnoses, and on multimodal treatments of 832 
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AD/HD-children in a university children's hospital. Additional experiences and 

results were obtained from treating 756 AD/HD-adults since 1989 in my private 

practice. Most parents describe an initially increased motor-activity of their 

AD/HD-children already during the last month of pregnancy and later after 

birth. Depending on parental reactions and tolerance, many of them regard and 

appreciate their children as vivid, joyous, curious, with inquisitive behaviour 

and self-determining pursuits in pre-school time. Other parents were worried 

and riddled, using stricter education by urging the children to “behave”, i.e., to: 

“be quiet!”, “listen!”, “don´t talk!” or “do, what we say!”. Although their 

children want to obey, they often can not. If they try, they do not feel 

comfortable and do not understand, why they do not feel well.   

Children exhibit repeatedly several seemingly contradictory types of behaviour: 

1. they want to play with other children, but they want to determine the 

 game. Often they cannot stick to playing games with many children and 

 prefer to play with only one child; 

2. they need to follow their own motivations, but these vary rapidly or even 

 get lost;  

3. they are noisy and restless, but suffer from other loud and restless 

 persons;  

4. they disturb other children's games and activities laughing at the same 

 time; 

5. they cannot concentrate on homework, yet are highly concentrated when     

 pursuing their own activities; 

6. they have a good memory, however,  they easily forget even patiently 

 repeated parental orders; 

7. they usually cannot listen, however, they can do so if other children 

 show grief or the need for help;  

8. they do not understand their own contradictory behaviour and mood, 

 however, discover that they feel better when being physically active. 
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All these behavioural idiosyncrasies in total increase the patients' own and other 

persons' irritations leading to a misinterpretation of the gap between causes and 

symptoms of AD/HD. Without sufficient information on the cause-effect 

relationship in AD/HD, families and their environment will not be able to cope 

with the demanding problems of patients. 

I started diagnosing and treating adults with AD/HD in 1989 and  gradually  

realized that surprising concordances exist between the adult patients´ reports 

and what I had learned about the behaviour of children with AD/HD. In fact,  

self-reports from adults built a bridge to further understanding AD/HD.  

The adults described seemingly contradictory types of behaviour  

-  variable stages of attention and concentration, depending on motivation and 

  interest; 

-  rapid loss of motivation resulting in lethargy; 

-  tendency for hyperactivity and restlessness; 

-  tendency for high and impulsive self-determination; 

-  fatigue and fluctuating mood; 

-  depressive feelings and self-uncertainty since childhood; 

-  improvement of symptoms after physical activities; 

-  consumption of multiple stimulating drugs. 

These symptoms are connected with dopamine-deficiency. Such concordances 

led me to believe that children with AD/HD can "feel" the lack of dopamine 

already in pre-school-time, thus leading to diffuse and displeasing feelings, 

thereby activating their coping strategies in form of physical activities which 

appear to their environment as hyperactivity when exerted at the wrong time and 

wrong place. Thereby, they follow inborn impulses. All living organisms 

constantly invent new types of behaviour. If these inventions are beneficial to 

them, they will retain them, if  not, they will „forget“ them and “invent” new 

types of behaviour. Each creature uses intrinsic and creative impulses, which are 

directed towards securing long time of survival. Owing to the significance of 
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dopamine for motivational behaviour and learning by amplification, a reduced 

dopamine-level is deleterious for coping. Therefore, there seems to be an inborn 

regulatory mechanism, oriented to raise the dopamine-level on demand. These 

thoughts underline the patients' continuous attempts to make them feel better 

and to reduce their diffuse-displeasing feelings by an activated "ADHS-

behaviour". However, they immediately suffer from external criticism and 

punishment by disturbed and irritated parents, teachers and other children. By 

consequence they will suffer social isolation.  My long term experience in 

psychotherapy by seeing more than 700 children and adult patients with AD/HD 

led me rather intuitively to the surprising conclusion that AD/HD-patients must 

have very good and inevitable emotional reasons to activate their own dopamine 

system by a "AD/HD type" of behaviour. This idea was both inspiring and 

dispairing for me. I have to apologize to several early patients of mine and their 

families for not having understood the complexity of AD/HD.  

 

 

30. Understanding the parents of sick children 

Sauwalak Opastirakul, pediatrician at the Faculty of Medicine, Chiang Mai 

University, Chiang Mai, Thailand 

Chiang Mai Medical School became the first medical school outside Bangkok 

when it was founded in the late 1960ies. Today, its main mission is to train 

medical students, interns and residents. Another important duty is to provide 

primary and secondary medical care for the population of its province. 

Furthermore it is the tertiary care centre for complicated cases referred from 

nearby provinces in the northern part of Thailand. 

In the 1980ies, I was a young staff member working at the Division of 

Nephrology of the Department of Pediatrics. At that time the public health 

service could hardly penetrate to every inches of the rural parts of Thailand due 

to insufficient governmental budget, lack of local hospitals and medical 
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personel. The journey from distant villages especially those from up the 

mountain to our centre was very difficult for the villagers. 

One day a mother brought her son to my outpatient clinic. He had started 

treatment for a nephrotic syndrome and who had been asked for a follow-up 

visit. However, the mother and her son were one month behind the planned and 

agreed appointment date. I quickly glanced at the boy's hospital chart and then at 

his face catching his swollen eyelids and suggesting the recurrence of 

proteinuria. I disappointingly shook my head about this inadequate situation. At 

the same time I noticed that his mother had drops of sweat on her face and that 

she could hardly stand on her feet. I spontaneously asked her “Are you also 

sick? Please take a seat and have a glass of water.” The mother answered:  

"Doctor, I am not ill. I am just very tired. It took me several hours before 

reaching here. We woke  up very early before dawn, walked approximately for 

10 kilometers all the way down the mountain until we could catch the bus.” 

After a while the mother felt better and she continued her conversation “The 

cost of journey is very expensive for me. I had to work hard to earn the extra 

money for this trip. However, even then it was still not enough money to cover 

the expenses, so I borrowed the rest from my relatives. This is the reason why 

we could not come to the hospital in time”. Instead of shaking my head, I 

nodded with understanding. Before the two left my office I decided to give them 

the sum of money which would cover their bus ticket back home and also for the 

next visit to my hospital. 

Two months later both of them came in time for the regular follow-up visit. 

After I had completed all the examinations, the boy shyly gave me a hand of 

home-grown bananas. These were the most delicious banana I have ever eaten! 
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From then onwards I initiated an unofficial fund to support poor children with 

kidney diseases. With the great help of my friends, colleagues and relatives we 

managed to sponsor some families for many years. 

Nowadays, the public health service in Thailand has been steadily improving. 

There are local hospitals and qualified medical personel in rural areas of every 

district where patients can go for primary health care and emergency treatment. 

There is also official financial support for poor families from the government 

and many foundations. 

During all my working years, the bananas that my young patient offered to me 

reminded me that understanding the patients’ socio-cultural background and 

financial problems is as important as good scientific knowledge and clinical 

skills to both treating their diseases and making them feel better. 

Hippocrates: "Cure sometimes, treat often, comfort always". 
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Sauwalak Opastirakul and Jochen Ehrich 

 

Comment by the Editors  

The paradox of differently interpreting the symptoms of a sick child.  

The symptoms of diseases may be an alarm signals and threatening signs for 

parents but indicators of active self-healing processes for paediatricians. How to 

get out of this dilemma? 

 

Comment by François Corrard 

In my experience as a tolerant and patient paediatrician who likes to listen to 

parents, I am often amazed by the following attitude of parents who come to see 

me for the first time in my practice. Once reassured of the benign nature of their 

child's indiposition that there was no indication for any medication, they may 

still ask me to treat the symptoms of the disease such as low-grade fever, mild 

cough, vomiting, diarrhoea, decreased appetite, and general bad-feeling by a 

multitude of drugs ranging from pharmaceutical medication, phyto-therapy and 
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homeopathic methods. These parents obviously judge the modification of body 

functions negatively, signalising the aggression of the disease which they want 

to tame in order to regain normality. And yet ... 

All these changes of body functions are reflecting both the pathogenetic causes 

and the positive and defensive reactions of the body to the invisible pathogens. 

The symptoms testify that the sick child responds adequately to aggressive 

pathogens. Therefore, these symptoms have the merit of attracting the attention 

of parents and health professionals on the degree of the underlying conflict, 

mostly unobservable, thus allowing the implementation of a surveillance and 

subsequent intervention strategy! 

Watching critically a non-severely ill child without immediate and no specific 

medical intervention, will allow to study the natural evolution of a disease which 

in the vast majority of cases is a spontaneous healing process. For instance, 

fever decreases bacterial or viral replication and helps healing, without risk by 

itself.  

Other examples are coughing and sneezing which indicates that the lungs expel 

bronchial secretions and nasopharyngeal discharge of infectious material. 

Vomiting and diarrhoea relieve the digestive tract from the burden of pathogens.  

Body weakness, loss of appetite and fatigue are induced by cytokines, therefore 

indicating an immune response. 

In summary, why removing completely all these signals with drugs if they are 

tolerable and indicating and healing processes! "Le monde marche parfois sur 

late tête" (The world sometimes walks on the head). 

The consequences and late effects of this paradox are threefold: 

1. A request of the parents for a medication that the paediatrician regards as 

unnecessary, may start a never ending loop of misunderstandings:   Let us 

imagine that the treated child will getter better after therapy, then the parents 

will attribute cure to this medical drug and not to the fact that the child cured 

himself. Thus, the next time when the child is showing the same or similar 
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symptoms the parents will insist to give the same treatment to their child as 

before. Looking through their eyes, their decision makes sense. Therefore, it 

would be even more difficult for them to imagine that their child could get better 

without symptomatic therapy. This process may go on and may also involve the 

paediatrician who may finally induce an inadequate  and repeated overtreatment. 

If these therapies will  include antibiotics, this poly-pragmatic strategy will add 

to increasing resistance rates of bacteria to common antibiotics. However,  the 

alienation is not limited to inducing overtreatment. In addition, the parents may 

aim at overprotecting their child from common infectious diseases which they 

should undergo in order to stimulate their immune response in general. 

2. The lack of in trusting the defensive immune mechanisms of their children 

may create feelings of anxiety and fear in parents and children. For instance, 

some parents in my practice attributed the repetition of winter fevers to a weak 

state of their young child. 

3. Any parental attitude that is not in the interest of their child could be harmful: 

e.g. reducing low grade fever, forcing a vomiting child to eat are 

counterproductive (1). 

However, there is at least one major exception to the above role of symptoms: 

pain. 

The role of acute pain is to give an alarm signal. Once this signal has been 

understood and followed by adequate diagnostic and therapeutic steps, the 

children must be relieved from pain. The spectrum of pain-killers is broad and 

safe for children. 
Guarino A, Ashkenazi S, Gendrel D, Lo Vecchio A, Shamir R, Szajewska H; European 
Society for Pediatric Gastroenterology, Hepatology, and Nutrition; European Society for 
Pediatric Infectious Diseases. Evidence-based guidelines for the management of acute 
gastroenteritis in children in Europe: update 2014. J Pediatr Gastroenterol Nutr 2014; 59: 132-
152 
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31. Citation from the book of the late Professor Daniel Alagille, Paris 

France   

"L'enfant messager." Edition de Fallois, 1992, page 15 (ISBN 2-87706-153-1) 

Professor Alagille started his chapter on the role of pain in children with a very 

critical description of paediatric concepts in the 1940ies: 

"Babies do not suffer: when they cry, they do it because they are either angry, 

hungry, thirsty, or even for no reason at all. Anyway, it's good for them: like 

their first cry at birth, it depletes their pulmonary alveoli and improves their 

respiratory capacity. Older children also do not suffer. Their crying during 

illness is often a hysteric reaction because they want somebody to be near to 

them." 

This was the common language of paediatricians when Professor Alagille started 

his training at the age of 20 years. He objected strongly to this false 

interpretation and throughout his whole career he developed a strategy of 

questioning what had been previously regarded as true scientific knowledge in 

school medicine.  

He concluded his chapter on pain with the following sentences: 

"Caring for a child begins with understanding the message it is trying to convey 

to you, no matter what "language" is used, to be heard: shouting, tears, games, 

agitation, anger, violence, tenderness, refusal, drawings, singing, excessive 

submission, etc. It is up to us, doctors of children, to make an effort that allows 

us to hear the message expressed in so many different and sometimes 

contradictory aspects. Nothing useful can be done for a child in distress if we 

disregard this step prior to our role, striving to decipher what each of them wants 

us to hear from him." 
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32. Communication of pain perception in the child 

Anonymous 

Our kindergarten child cries suddenly and violently at night. It does not sound 

like groundless whimpering, not even like scared wines due to a bad dream, but 

is obviously a signal of pain. 

The child can already speak, but cannot name the reason for its crying; it is 

barely responsive and visibly in  panic. Its repeatedly uttered "ouch" confirms 

our assumption that it has severe pain. The  hated fever-measuring procedure, 

when it finally succeeds, is inconclusive and escalates the situation. 

The nocturnal hour makes a clarifying action of the parents more urgent than 

during daytime. We make offers to the child, where it could possibly  hurt in the 

hope to be able to evaluate its complaints: Body regions are scanned, we feel 

and press and ask "Does it hurt here ... or there?" And finally we have it : It is 

the belly! Everything crosses our mind, trivial and dramatic, medical half-

knowledge mixed with panic stories of other parents, gloomy fears that oppress 

us latently, seem to take shape - but maybe it's just flatulence? Or an 

appendicitis? Or did the child eat something poisonous? 

Fast action seems indicated. In the taxi we drive to the emergency department of 

the children's hospital. (In the meantime the child has calmed down - the night 

excursion arouses its interest.) 

The calm pediatrician finds next to the panicked parents a widely awake, 

curiously looking child on the examination couch. "Well, where does it hurt?" 

the doctor asks friendly. 

Determined and a bit proudly, the child points towards its right leg and says, 

"knee". 
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33. The communicability of pain in children 

Regina Grenzmann, Dr. phil., Göttingen, Germany 

Pain detection and localization can be important criteria for diagnosing a child's 

illness or injury. However, in contrast to recognizable or measurable indications, 

the doctor here relies on the  ´cooperation`  of the small patient (as in the adult 

too), i. e.  he must understand and interpret the utterances or expressions of the 

child. Mostly, however, he will first pay attention to the description and 

interpretation offered by the parents. 

Depending on the age, the child gives expression to its changed physical 

condition through  

1) screaming, 2) gestures and facial expressions, 3) interjections like "ouch", 4) 

linguistically more complex messages about the nature and location of the pain. 

To what extent the child can be assumed to have approaches to a communicative 

intention (in the form of representation or appeal) is questionable; we certainly 

have to deal with pure body expression, at least when the baby  is crying2:"Der 

Schrei, den man keine Beschreibung nennen kann, der primitiver ist als jede 

eschreibung,  tut gleichwohl den Dienst einer Beschreibung des Seelenlebens." 3 

Even later on  the expression function still remains dominant. The child does not 

want to represent or appeal yet. 

A more accurate characterization and localization of  pain is not to be expected 

even from an already differentiated speaking preschooler: It cannot be taken 

seriously (which in a sense also applies to an adult). 

1) screaming 

The pre-linguistic crying is initially unspecific; later parents think they can 

distinguish hunger, flatulence, pain, fatigue - and even 'tyranny' - and they learn 

to differentiate whimpering, mumbling, crying, and screaming. They can do so, 

                                                 
2 I refer to the three main functions of language as depicted by Karl Bühler in ´The Theory of Language`, 1934: 
expression, representation, appeal. 
3 Ludwig Wittgenstein: Philosophische Untersuchungen, Frankfurt / M. 1997, p. 512 (The cry, which one cannot 
call a description, which is more primitive than any description, nevertheless  serves as a description of the 
psychic life.) 
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as they have names for different acoustic expressions of the infant. They 

interpret and evaluate these utterances by experience when dealing  with 

language. 

When the child cries, it seems unclear whether the crying is due to a pain event 

or rather to the panic about this pain or an uncertain state of the body; possibly 

both reinforce each other mutually. The manipulation of the parents (e.g. 

temperature measuring) and perhaps their own panic and the actions of the 

doctor add to it. Maybe the pain is over, but the anxiety situation  still persists or 

a new one has emerged. All this complicates the examination of the child! 

2) "Ouch ...!" 

The two- to three-year-old child has already learned the interjection "ouch" and 

possibly the vocabulary "hurts" – i. e. for larger and smaller injuries it has  

repeatedly been told these phonetic sequences, so that it can use them as names 

for a whole range of different body conditions and can test them out in the 

language game: 

"(...) wie lernt ein Mensch die Bedeutung der Namen von Empfindungen? Z. B. 

des Wortes ´Schmerz`. Dies ist eine Möglichkeit: Es werden Worte mit dem 

ursprünglichen, natürlichen Ausdruck der Empfindung verbunden und an dessen 

Stelle gesetzt. Ein Kind hat sich verletzt, es schreit; und nun sprechen ihm die 

Erwachsenen zu und bringen ihm Ausrufe und später Sätze bei. Sie lehren das 

Kind ein neues Schmerzbenehmen. (…) der Wortausdruck des Schmerzes ersetzt 

das Schreien und beschreibt es nicht. "4 

I. e.  we are still dealing with the expressive function of language and not with 

the representation of something. 

It is also important to note the lack of differentiation of the language in terms of 

the nature and location of  pain or discomfort. The childlike experience "Ouch 

                                                 
4 Wittgenstein, no. 244 ((...) how does a person learn the meaning of the names of sensations? For example, the 
word ´pain`. This is one possibility: words are connected with the original, natural expression of sensation and 
put in ist place. A child is injured, it is screaming! And now the adults talk to it and teach it  exclamations and 
later on sentences. They teach the child a new pain behaviour (...) the  verbal expression of pain replaces the 
screaming, yet  does not describe it.) 
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done” is certainly much more impressively connected with the visual memory of 

a bleeding knee recently in the kindergarten compared with the possibly much 

more diffuse body pain an hour ago! 

The localization of the painful body part by the child ("knee") described above5 - 

after the abdominal pain previously claimed by the parents was no longer 

present - may imply three aspects: 

a) The child does not understand the doctor's questions (the pain seems to have 

gone), it may even be a bit bored (more interested in the doctor's stethoscope 

than in his question), but it knows that one expects an answer from it. 

b) As opposed to adults, children experience the present moment! An overcome 

pain situation does not prevail as a reminder. 

c) Instead, the child perhaps remembers a minor accident in kindergarten 

recently when it had a bleeding knee. This is concrete and unforgettable, so it is 

associated with the vaguely gasped current "ouch" situation just an hour ago. 

So, one can assume: place, time, intensity, pain variants are not yet criteria at 

this age. 

3) language of pain 

Even the older child - and that also applies to  adults - can only talk about its 

pain or its discomfort to the extent that language is available to it! It is all about 

inner, mostly invisible states. And it is not about the quality of  pain, but about 

the sensation of pain due to some changed body condition: 

"Aber ist es nicht absurd, von einem Körper zu sagen, er habe Schmerzen? – 

Und warum fühlt man darin eine Absurdität? Inwiefern fühlt meine Hand nicht 

Schmerzen; sondern ich in meiner Hand? 

Was ist das für eine Streitfrage: Ist es der Körpeer, der Schmerzen fühlt? – Wie 

ist sie zu entscheiden? Wie macht es sich geltend, daß es nicht der Körper ist? – 

Nun, etwa so: Wenn Einer in der Hand Schmerzen hat, so sagt´s die Hand nicht 

                                                 
5 see p. ... 
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(…), und man spricht nicht der Hand Trost zu, sondern dem Leidenden; man 

sieht ihm in die Augen.”6  

I. e.  that the verbalization of pain refers to feelings, that is (apart from 

neurobiological explanations) to the abstract. All finer descriptions of pain or its 

differentiation from other types of misperceptions require the help of metaphors 

and comparisons. These differentiations of  pain – e. g.  burning, throbbing, 

pulling, hammering, biting, prickling - already require an elaborate ability to 

speak. (let alone of speaking about neuropathic changes or special mental states 

of consciousness: The description of such complex sensitivities requires almost 

literary skills). 

This leads one to suspect that the language used by the child does not play a 

reliable role in its medical history. Also linguistic offers of  doctors are of rather 

experimental nature: They usually are merely suggestions and should, therefore, 

be treated with care. Jean Piaget says about the researcher´s method, that there is 

only one way to avoid  suggestions, namely by learning the language of the 

child and  putting his questions in its language.7  

4) Interpretations of  parents 

Parents suggest  with their linguistic offers places and types of discomfort to the 

child. They provide it with their language, which is only their interpretation of 

something they have not felt in their own body. Their information to the doctor 

is a problem in two ways: 

"Der Andere kann nicht meine Schmerzen haben."8 

The father or mother deduce from their experience of pain to that of the child, in 

terms of nature, location and intensity. They suspect that the crying baby is in 

pain; they think they know how to interpret the “ouch” of the older child 

because they once met a language appointment with the child - concerning the 
                                                 
6 Wittgenstein, no. 286 ( ... is it not absurd to say of a body that it is in pain? – And why does one feel an 
absurdity in it? To what extent does my hand not feel pain, but I in my hand? What ist the controversy: Is it the 
body that feels pain? – How is his issue to be decided? Can it be proven that it is not the body? – Well, possibly: 
If one has pain in the hand, the hand does not tell it, and one does not comfort the hand, but the sufferer; you 
look  into his eyes). 
7 Jean Piaget: La représentation du monde chez l´enfant, 1926 
8 Wittgenstein, no. 253 (The other person cannot have my pain.) 
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word "ouch" as reason for crying. But the expressed "ouch”does not refer to a 

concrete 'thing'. We do not even know if there was anything at all. Wittgenstein 

expresses this dilemma with a comparison: 

"Angenommen, es hätte ein Jeder eine Schachtel, darin wäre etwas, was wir 

´Käfer` nennen. Niemand kann je die Schachtel des Andern schaun; und Jeder 

sagt, er wisse nur vom Anblick seines Käfers, was ein Käfer ist. – Da könnte es 

ja sein, daß Jeder ein anderes Ding in seiner Schachtel hätte, Ja, man könnte 

sich vorstellen, daß sich ein solches Ding fortwährend veränderte. – Aber wenn 

das Wort  ´Käfer` dieser Leute doch einen Gebrauch hätte? – So wäre er nicht 

der der Bezeichnung eines Dings. Das Ding in der Schachtel gehört überhaupt 

nicht zum Sprachspiel! Auch nicht einmal als ein Etwas: denn die Schachtel 

könnte auch leer sein "9 

So,  parents take the child's complaints for granted and construct contexts that 

correspond to their own horizon of experience – e. g.  about causality.  

Their language for describing the suspected complaints of the child is   

only an approximation (this is true even for the description of their own 

complaints, and how much more is it true for the description of  their child´s 

state, whose pain they do not have themselves). 

From the point of view of the language philosopher talking about one's own - 

and even someone else´s - feeling, as is the case when parents want to 

characterize the condition of their sick child linguistically, is not sufficiently 

revealing. 

Nevertheless, the ill child, still helpless, must be seen as part of its parents. Their 

concern for their child is of vital significance to them. Strictly speaking, the 

parents should be in the doctor's care as well.  

 

                                                 
9 Wittgenstein, no. 293 (Assuming everyone had a box, with a content of what  we call a ´bug`. no one  can ever 
look into the box of another one; and everyone says he only knew what a´ bug`  is from the sight of his own 
beetle. – It could be  that everyone had a different thing in his box. Of course,one  could even imagine that such 
a thing was constantly changing. – But what if these people´s word ´beetle` was still in use? – So that word 
would not be the name of a thing. The thing in the box does not belong to the language game at all! Not even as 
a something: After all,the box could also be empty.) 
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The helping hand 

 

 

34. The sense of life: can children be philosophers?  

Eike Brock, Philosopher at the Institute for Philosophical Research 

Hannover (FIPH), Hannover, Germany 

Curiosity, imagination, fantasy, and continuous questioning: the child seems 

to be a natural philosopher until the age of eight to ten years, when the initial 

spirit of inquiry mysteriously seems to fade. What happens to them?  

Innovative ideas, dreams and endless speculations: adolescents and young 

people start creating and planning their own new world. Have they reached the 

level of becoming experienced philosophers? 
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Rational decisions, pragmatism, disillusions, lack of time for thinking, and 

poisonous competition: the adult world seems to have missed the chance to 

practice philosophy. 

The child as a philosopher: Basically all children in their capacity as 

newcomers to this world are disposed to orient themselves in the world. It is 

beyond dispute that adults, in comparison with children, possess more 

experience with regard to this challenge. Therefore, adults are required to help 

children with their orientation in the world. Usually, children trust adults to do 

just that. More precisely, they believe that the grown-ups want to and can help 

them to find orientation in the world. The betrayal of this naïve basic trust is 

catastrophic. 

Philosophy is orientation in thinking and at the same time orientation in the 

world through thinking. From this perspective, doing philosophy is an essential 

task for survival. However, philosophizing is also, as we can see watching 

children discover the world, a fundamental human need. To a certain extent, 

everyone is practicing philosophy. Humans as creatures with the capacity of 

speaking a language principally also possess the capacity of thinking  

philosophically. This alone, however, does not automatically make each human 

a (great) philosopher. Philosophy in the advanced sense is a strict matter, which 

usually puts a strong emphasis on methodological as well as logical aspects. 

Philosophy can be practiced and trained. If philosophers practice philosophy 

with children, ideally both parties may profit from the training because children 

are doing philosophy differently from adults.  

Philosophy and illness: The challenge is to stand by the child’s side in a caring 

but not a patronizing way for as long as it has to find and adjust its own inner 

compass. Especially as parents and physicians are morally obliged to do their 

best not to disappoint the expectations placed upon them. When affected by 

serious illnesses, children are confronted with an “ultimate situation” (Karl 

Jaspers). In essence, these situations refer to suffering, guilt, struggle, and death. 
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In an ultimate situation, every human being will be dependent on his own 

resources. He or she is alone with himself or herself and his or her pain, and 

becomes even more fragile. The confidence in the world and in himself or 

herself falls into a crisis. For Jaspers, ultimate situations are reasons for 

practicing philosophy by reflecting about roots, causes, effects and outcome of 

the disease. Moreover, these ultimate situations also challenge the human being 

to develop the courage to overcome the crisis.  

Physicians can’t take on their patients’ pain like Hercules took on the burden of 

the world from Atlas. But paediatricians can certainly help their young patients 

in training the attitude of courage. For this approach to succeed, children, 

parents, physicians, psychologists and pastor help to offer spiritual welfare must 

act in concert.  

I think that paediatricians need to consult with philosophers working in 

philosophical practices or in children's hospitals. Together they may develop 

additional healing power through analysing and correcting the answers already 

given by each sick child, especially in situations of crises. 

 

  Eike Brock 

 

Questions of the Editors: 

How can parents (adults) be trained to use more often the “Socratic approach” 

when children ask philosophical questions (listen first and then stimulate the 
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child to develop his/her own ideas, and only thereafter present the adult 

concept)?  

How can it be avoided that adults manipulate (too early) children into the adult 

world, a process which they call well-meant education? 

 

 
"I cannot read yet but I have understood the principle of reading." 

 

 
 

Pointing into the right direction 
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Reading Günter Grass: "About the obvious." 
 
 
35. Philosophical practices in children's medicine? What are the pros? 

Jochen Ehrich 

Mental injuries such as the loss of health cause feelings of grief, hurt, despair, 

and apathy/decisionlessness in children. These feelings and their causes can be 

positively influenced by compassion and consolation rendered by others and  

must be overcome by will, hope, humility, reflection and reflection from within. 

The patients' lack of  resilience, resistance to environmental pressure, will, hope, 

trust, health knowledge, comfort and social stability are roots of poor outcome in 

paediatric medicine. 

This review is intended to answer the question to which extent a philosophical 

approach arises in the context of medical treatment of children. This may have a 

salutogenic effect if conducted by experts. 

 

Feelings and values related to diseases 

Desolation denotes an environment of lack of sensuality, i.e. the lack of 

charisma of people, nature, architecture and living environment. 
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Looking for comfort is an appellative process in the sense of a call for help. 

Giving consolation is a charitable process of listening (Long-Courage), 

Proximity (Gentle-Courage), and Giving (Great-Courage). 

Being heartbroken is a state of despair and self-abandonment. It is important to 

rebel against everything negative, against illness, threat, indifference, fear and 

declining will. 

Comforting is the knowledge that there is a person who is not indifferent to 

those affected by misfortune. Above all, comfort is the feeling of security that 

becomes palpable at a sight and the familiarity with the comforting person, for 

instance, if the affected child feels the contact with the warm hand of the 

examining doctor. 

Hope consists of wishful thinking. Existential hope means much more than 

banal wishful thinking. It is a forward-looking positive human feeling to 

facilitate crisis management. This nonspecific, sometimes diffuse sensation may 

be reasonably rational or irrational in origin. Positive rational arguments 

strengthen the hope and negative facts weaken them. The belief in unexpected 

positive coincidences can remain on an irrational level, even if the concrete 

chances for improvement diminish. Yes, even with the biggest, rationally-based 

doubts about the positive outcome of a health crisis, hope may eventually be 

maintained for improvement. Obviously, hope also consists of a defence against 

the rational, the negation of knowledge, the refusal of experience. 

Hopelessness is a sad emotional state of despair and not identical with 

desirelessness. But is lack of hope always negative? Isn't also a fate, such as 

Sisyphus has accepted his fate, rolling the stone uphill again and again and 

observing the subsequent, seemingly pointless roll down? Didn't Sisyphus 

realize the meaning of his punishment in becoming strong enough to endure the 

immutable and even finding support in the reliability of constant repetition and 

not having to fear changes from outside? Enduring a chronic illness for a 

lifetime could induce a similar reaction in the patient. 
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Immanuel Kant wrote "What can I hope for?" He also wrote "What can I 

know?" and "What should I do?". These three are the great questions in the 

philosophy of reasoning, and these questions in turn contain a multitude of other 

individual questions: 

 

1. Is hope always focused on the future? The outcome of hope is usually an 

uncertain future or even a threat, i.e. even the hope concerning the past ("I hope 

that nothing happened to person X yesterday.") reaches into the future. Hoping 

in this case means that something negative from the past may not have a 

negative impact on the future. The fulfilment of wishes can be regarded as a 

reward for having hoped. The fulfilment of wishes requires ethical values in 

hope and moral action. However,  would it be unethical to think: "I hope that I 

will be stronger than my enemy and that my enemy will dy in the fight to 

come?" 

Does hope have an inner power that leads to comfort? Does hope count for 

the salutogenic feelings that can also achieve placebo effects in medicine, i.e. 

unflinching "move mountains"? "Hope dies last," says a proverb, or patients say, 

"I still hope it will get better." Thus they express that even if they are terminally 

ill they can believe in the chance of a cure until the very end. 

 

2. What degree of rationalization is useful for patients in the course of 

medical care, i.e. conducive to the patient himself and his relatives? Does a 

meaningful participation of those affected in medicine require a strong 

rationalization, or is the refusal of participating in decision making more 

helpful? There exist views like "happiness is with the simple ones", who seem to 

have the right to live solely due to their existence? This is also the motto of 

"eyes shut and go for it". Thus, can the process of rationalization even slow 

down the ability to hope?  
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The progression of the disease can lead either to a slow or to an abrupt 

deception, but it does not question the value of hope itself, i.e. the fear of 

disappointment does not necessarily lead to the loss of premature hope. 

Nevertheless, there are events that can cause the loss of hope early in sick 

children, such as lack of support from third persons, respectively their parents, 

or from non-sensitive behaviour of others care givers. 

 

3. Can "hope" be a conscious survival strategy and/or is it merely an 

expression or consequence of the survival instinct? These questions are 

particularly pressing, for example, in the face of violence exerted in 

concentration camps. What degree of illusionary misunderstanding does a 

salutogenic hope tolerate? 

 

4. To what extent do religions support the ability to hope? The theological 

virtues are faith, hope, love. These three values support each other. The religious 

aspect of hope is the belief that God, as the highest authority, will give his 

support to the sufferer because of his love to him. This makes it clear that hope 

and autonomy are not compatible. Hoping goes along with certain behaviours 

such as compulsive thinking and behaviours e.g. prayers.  

What is the role of mystical superstition such as avoiding to step with shoes on 

lines in the pavement of  a street, hoping to positively influencing fate? 

Thus, is hoping really always a safe ideology in life? Or does hope mean a loss 

of self-will? And can hope, paradoxically, even negatively influence chance or 

fate (negative placebo)? Are people with the greatest hope and tolerance of 

disappointment by their very nature already gamblers? Can the exaggeration of 

the value of hope lead to irrational desires such as to the increasing gambling 

addiction, i.e.  to the acceptance, to lose one's own commitment, or in the 

context of illnesses by objective misconduct to risk one's own life?  
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What kind of hope and how many of these associated considerations may be 

generated by children during their hospital stay without informing their parents 

and care-givers about their resulting philosophical thoughts? When children are 

capable of self-thematization, the next question arises as to which spontaneous 

answers have the children given themselves before asking anybody else? 

Finally, would it be appropriate to discuss their questions and answers in a 

philosophical practice to achieve an additional salutogenic effect? It must be 

assumed that the topics mentioned above are not becoming part of the general 

communication between children, paediatricians and nurses, thus remaining 

unfortunately only of secondary importance during the entire medical treatment . 

5. Which role does the feeling of hope play in the recovery of children? 

Hope is a basic human endowment, i.e. a childhood art beginning at birth and 

being part of resilience. My own experience supports this assumption: "Yes, I 

believe that resilience, participation, will, hope, trust, consolation, and faith play 

a major role in children's disease management. 

Resilience is a well-known phenomenon in paediatrics among children who, 

despite unfavourable environmental conditions, go their own way. Resilience in 

individuals is not an inherited property and does not generally refer to all 

conceivable conflict situations, but is selectively present. Resilience can be 

learned, even by sick children. In the context of improved health care systems, 

resilience implies the ability of the child and his or her paediatricians to remain 

functional during crises. The prerequisite for a collective resilience of all those 

involved in health care is network building and must include the attachment of 

everyone to the network. Resilience relies on trust in others as well as self-

confidence in one's own views and abilities, and requires the early development 

of responsibility. The empowerment of children to strengthen the resilience 

of the individual serves to clarify two main questions of the child: "What should 

I rather not touch? "  "What can I do myself?" To be dependent solely on other 

people is also for children a bad coping strategy for solving crises.  
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Successful jump from "adolescence to adulthood" 

 

The critical question is: "Who can competently support children during the 

difficult learning processes of adapting successfully to a life with a long term 

disease?" The immediate answers by all care-givers will automatically be: 

"Nobody but us, everyday." 

However, will this be enough? The principle of specialisation and sub-

specialisation has taught us that one should always include the best experts 

during treatment of complicated cases. 

Participation of patients in the medical field means to allow and actively 

support the patients' own perspectives and opinions in decision-making 

processes and to sympathize with their point of view. This is certainly a positive 

way to achieve a better quality of care. Encouraging participation by the 
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therapists above all requires a special mental attitude of the care givers when 

communicating with children.  

Participation of children means that they are both rights-holders and duty 

and responsibility bearers. It should be the goal of any participation model that 

children and their care-givers do not only show a generally increased 

commitment to treatment, but also create an all embracing culture that values 

authentic patient partnership, i.e. both in the processes of planning and 

performance.  

Participation includes medical decision-making processes, goal setting, care 

design, quality improvement and implementation measures, patient safety 

evaluation and monitoring. The foundations for the worldwide implementation 

of children's participation in medicine are indispensable parts of human rights. 

However, laws alone are not enough to succesfully absd adequately establish 

and integrate the rights of children in society and in medicine in particular. This 

means that attitudes and the priciple of values need to be respected, with doctors 

and patients developing and applying a common set of values entailing value-

based feelings and thinking. The critical question here is:" Who can competently 

present, convey and implement these rules of basic values?" Is the team of 

medical doctors to stem tgis taks not overstrained and overburdened, especially 

if there are no adequate training opportunities available in terms of integrated 

curricula for philosophical training. 

Conclusions 

Resilience in illness and participation in medicine will add to self-help in mental 

coping with diseases. Hope, trust, as well as comfort and support are important 

factors in paediatric medicine and represent opportunities to cope with the crisis. 

Of crucial practical importance is the realization of the complex relationship of 

these feelings with disease management processes. An additional therapeutic 

focus must be put on answering the questions to what extent parents and treating 

persons are able to recognize the different salutogenic and pathogenic factors in 
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children's feelings/sensitivities/mental states and to translate these into theory, 

and subsequently from theory into communication. In these complex and 

complicated processes, philosophical practices can play an important role in 

empowering children.  

I think that there is a need to establish philosophical clinics for children and 

their parents in big children's hospitals.  
 

36. Comment on hope and resilience 

Natale Gaspare De Santo and Jochen Ehrich 

Hope1 for Thomas Aquinas (1225-1274)  “has four characteristics. First that is 

something good, since properly speaking hope guards only the good. Second 

that it is future. Third it must be something difficult to obtain. Fourth  this 

difficult thing is something possible to obtain" (Summa Theologiae). 

For Maria Zambrano, hope “borders on faith, her ally” and “it is a bridge. The 

arches of the bridge are hope’s eyes. The arches give the support, the eyes do 

not see, rather they let us see”. “A bridge is a way, it connects routes which, in 

its absence, would drive to the abyss, to un-passable places”. Thus, “hope is 

something which gives  the possibility to walk above our own depths”2. 

For Ernst Bloch (Das Prinzip Hoffnung, Suhrkamp Verlag, Frankfurt am Main, 

1959)  “a dream remains dream, and hope is a half-open door on the world 

which is not a prison. However, at the time of death, hope is turned into 

desperation as in the case of the unforgettable hope (spes) sculptured by Andrea 

Pisano on the Baptistery of Florence were hope, although winged, waits seated, 

and her arms, notwithstanding wings, are put up, like those of Tantalus, towards 

an unachievable fruit”.  

For Remo Bodei3 “hope’s movements characterize the continuous search for 

either a new space where the being may expand, or new exits from the 

difficulties”.  “Why shall we believe in the powers of hope and perfection and, 

why not believing with identical motivations, believe in the powers of the 

nothing and of the final destruction of all things?”3 . He also  affirms  that “hope 
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is a resource… not always hope was considered a virtue, many philosophers 

have condemned it, from Stoics to Spinoza. Only recently the theological hope 

was turned into a reasonable project for humans both as theory and practice”4. 
1. De Santo NG. What death is. A literary approach between fears and hope. Ann Ist 

Super Sanità 2014; 50: 249-265. 
2. Para una historia de la pietad. Revista Lyceum, La Habana, Fundación Maria 

Zambrano, Vélez-Malaga, 1949; n.17. 
3. Bodei R. Introduction.  Il Principio speranza. Milano: Garzanti; 2005,  pp.XV- XVIII. 
4. Bodei R. Geometria delle passioni. Paura, speranza, felicità: filosofia e uso politico. 

Milano: Feltrinelli; 1994. p. 72. 
 

Hope as a psychological construct 

 As detailed elsewhere1,  Snyder, Rand and Sigmon2 have elaborated a theory of 

hope which is moving from the old view that hope “is the perception that one 

can reach the desired goal” to the concept of “hopeful thoughts reflect the belief 

that one can find pathways to desired goals and become motivated to use those 

pathways”. In addition, they proposed that hope under this definition “serves to 

drive the emotions and the well-being of people”. 1 

However, goals must be attainable, even in the presence of uncertainty. Goals 

can be achieved by developing one or more workable routes, a process defined 

as “pathways thinking”. High-hope persons are those who can develop alternate 

routes when a block is encountered in one specific pathway. Activity is the other 

pillar supporting the core of this theory. Acting is the capacity of using one’s 

pathways. Pathways and activity together include the capacity of envisaging 

new routes and developing energy which is needed to reach the goal.  

Positive emotions are generated when the goal is achieved by utilizing the 

envisaged pathways and, vice-versa, negative emotions are generated when the 

goal is missed. Interestingly this goal-directed hopeful thinking is acquired very 

early in life.  

In relation to child health, hope does not only have to do with school 

achievements, success in sports and music in healthy children but also with 

physical well-being. For example, hopeful thinking is related to physical 
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activities that help prevent illness. However, hope is not limited to individual 

achievements, it may be extended to the whole society through “law, 

advertisement, and shared social values”. In sick or disabled children, hope 

facilitates coping with pain, handicaps and other stress of a disease. “High-hope 

persons during illness remain appropriately energized and focus on what they 

need to do in order to recuperate”. This is the contrary of what happens in low-

hope people. Thus, the level of hope may affect medical, surgical and 

psychotherapy independently of the process that people are helped by and may 

be used “to build environments where people can work together to meet shared 

goals”. 
1. De Santo NG. What death is. A literary approach between fears and hope. Ann Ist 

Super Sanità 2014; 50(3): 249-265. 
2. Snyder CR, Rand KI, Sigmon DR. In CR Snyder, SJ Lopez (Eds), Handbook of 

positive psychology. Oxford, Oxford University press, 2002; Chapter 19, p.275-276  
 

 

Hope, Formella (tile)  no. 21, Sud Door Battistero di Firenze (Andrea Pisano 1333-1336) 

https://www.google.it/search?q=formella+21+battistero+firenze+porta+sud&tbm=isch&source=iu&ictx=1&fir=
MuuPfFUc7pIHGM%253A%252CX9_HCK_4fQdLKM%252C_&usg=AFrqEze5P6C8iNDvRxlmi_RGnmnhdg
Hmkw&sa=X&ved=2ahUKEwj_4Lnq_4rdAhWkxoUKHVMcA54Q9QEwA3oECAQQBA#imgrc=MuuPfFUc7

pIHGM Accessed on August 26, 2018 5.15 PM 

https://webmail.mh-hannover.de/owa/redir.aspx?SURL=dzjOfg3jlE24Ei_tTC1ynajZeoZZD2OZXsTH3-.&URL=https%3a%2f%2fwww.google.it%2fsearch%3fq%3dformella%2b21%2bbattistero%2bfirenze%2bporta%2bsud%26tbm%3disch%26source%3diu%26ictx%3d1%26fir%3dMuuPfFUc7pIHGM%25253A%25252CX9_HCK_4fQdLKM%25252C_%26usg%3dAFrqEze5P6C8iNDvRxlmi_RGnmnhdgHmkw%26sa%3dX%26ved%3d2ahUKEwj_4Lnq_4rdAhWkxoUKHVMcA54Q9QEwA3oECAQQBA%23imgrc%3dMuuPfFUc7pIHGM
https://webmail.mh-hannover.de/owa/redir.aspx?SURL=dzjOfg3jlE24Ei_tTC1ynajZeoZZD2OZXsTH3-.&URL=https%3a%2f%2fwww.google.it%2fsearch%3fq%3dformella%2b21%2bbattistero%2bfirenze%2bporta%2bsud%26tbm%3disch%26source%3diu%26ictx%3d1%26fir%3dMuuPfFUc7pIHGM%25253A%25252CX9_HCK_4fQdLKM%25252C_%26usg%3dAFrqEze5P6C8iNDvRxlmi_RGnmnhdgHmkw%26sa%3dX%26ved%3d2ahUKEwj_4Lnq_4rdAhWkxoUKHVMcA54Q9QEwA3oECAQQBA%23imgrc%3dMuuPfFUc7pIHGM
https://webmail.mh-hannover.de/owa/redir.aspx?SURL=dzjOfg3jlE24Ei_tTC1ynajZeoZZD2OZXsTH3-.&URL=https%3a%2f%2fwww.google.it%2fsearch%3fq%3dformella%2b21%2bbattistero%2bfirenze%2bporta%2bsud%26tbm%3disch%26source%3diu%26ictx%3d1%26fir%3dMuuPfFUc7pIHGM%25253A%25252CX9_HCK_4fQdLKM%25252C_%26usg%3dAFrqEze5P6C8iNDvRxlmi_RGnmnhdgHmkw%26sa%3dX%26ved%3d2ahUKEwj_4Lnq_4rdAhWkxoUKHVMcA54Q9QEwA3oECAQQBA%23imgrc%3dMuuPfFUc7pIHGM
https://webmail.mh-hannover.de/owa/redir.aspx?SURL=dzjOfg3jlE24Ei_tTC1ynajZeoZZD2OZXsTH3-.&URL=https%3a%2f%2fwww.google.it%2fsearch%3fq%3dformella%2b21%2bbattistero%2bfirenze%2bporta%2bsud%26tbm%3disch%26source%3diu%26ictx%3d1%26fir%3dMuuPfFUc7pIHGM%25253A%25252CX9_HCK_4fQdLKM%25252C_%26usg%3dAFrqEze5P6C8iNDvRxlmi_RGnmnhdgHmkw%26sa%3dX%26ved%3d2ahUKEwj_4Lnq_4rdAhWkxoUKHVMcA54Q9QEwA3oECAQQBA%23imgrc%3dMuuPfFUc7pIHGM
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Hope in chronic disease 

Patients take into great consideration the opinions of health care professionals 

on their status of health. In my opinion, the challenges of adequate health care 

are not only related to explaining the diagnosis to the patients. The real problem 

is shifted to the question of "telling the patient the truth or not"1. Elliot and 

Richards2 wrote “health care providers have an obligation to promote, instil and 

maintain hope since an enhanced level of self may have beneficial effects on 

psychological adjustment” [although] “the palliative aspects of this process may 

wane the longer an individual lives with realities of physical disability”. This is 

not against “the necessity of accurate reality contact” and the necessity to 

understand that patients “may harbour many biased - if not illusory - perceptions 

of themselves, their future and their environment”. However, it means being 

aware that “positive illusions seem to serve a motivational purpose to aid a 

person under general conditions and at a time of stress”. “Maintaining positive 

beliefs about the self and the future during a severe medical crisis is a reality 

negotiating process to preserve a sense of well-being, maintaining an optimal 

emotional tone, and increase linkages with an optimistic outcome”. This without 

neglecting that conditions of denial - physiological and pathological - must be 

identified although “individuals who have a higher level of hope and goal-

directed energy may display a heightened sense of accomplishment after 

prolonged exposure to stressful conditions”2. 

Is there a necessity of maintaining hope when clinical conditions deteriorate? 

Hope is thought to be of benefit to patients since it reinforces the coping 

process, lessens anxiety and enhances quality of life. However, as Jennifer Beste 

correctly explained in his chapter on "Promoting Authentic Hope" in the Yale 

Manual on "What is the point?": Instilling hope may fuel the pursuit of 

medically futile treatments and result in greater despair for patients who do not 

respond positively to treatment.  
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The death of patients usually does not modify the physicians' attitude towards 

hope. They often continue to create an atmosphere of hope because they think 

that hope is a value in itself and a sine qua non for recovery. However, as stated 

in the "Tyranny of values" by Nicolai Hartmann, the overvaluation of a value 

may turn it into its contrary. There is the risk of overvaluing hope because it will 

devalue truth. Truth is an essential factor of the patient’s decision making 

process. Blocking the patient’s  “full understanding of his/her decreasing 

chances for cure” may turn aggressive therapy into a “futile procedure” which 

neglects the patient’s rights to know exactly what is going on in his/her crisis.  

When clinical conditions deteriorate physicians tend to "soften" their bad news. 

Consequently, patients may ask for newer medical technology and innovative 

drugs instead of adopting palliative care. I think that physicians must avoid to be 

too optimistic in front of a non-curable patient who is able to fully understand 

his true condition. In fact, the patient may fall into greater despair when 

realizing the lack of honesty of his care-givers. Withholding the truth denies the 

patients' rights to actively participate in decision making. Therefore, there will  a 

risking to take wrong decisions which may have also negative consequences for 

the beloved ones of the patient.  
1. De Santo NG. What death is. A literary approach between fears and hope. Ann Ist 

Super Sanità 2014; 50(3): 249-65. 
2. Elliot TR, Richards JS. Living with the facts, negotiating the terms: urealistic beliefs, 

denial and adjustment in the first year of acquired physical disability. I Interpersonal 
Loss 1999; 4: 361-91 DOI: 10.1080/1081144990409742. 
 

Hope is not a synonym for  illusion 

Morin has great faith in the emergence of the unexpected  and in the advent of 

the unlikely as well as in the virtue of the danger1. “Where desperation grows 

also hope is nurtured. The extreme possibility resides in the supreme risk”2. This 

is also a paraphrase of Friedrich Hölderlin “Where danger grows, the potential 

for rescue also grows”.  

Edgar Morin wrote a short chapter on death which was written for non-religious 

people. “Death  is inexorable, whereas The Chant of Chants (Cantico dei 
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Cantici) grants that love is stronger than death. The truth is that love is very 

strong, however it cannot win over death”2.  

If the end of life has come and death unavoidable, people have to melt their 

individuality, ego and self into a "multitude of individuals" in their community, 

they live in and love.  

Morin makes the point that in present times death obliges the living persons to 

be acquainted with their individuality and mysteries. Not only life is present in 

the mortal world, but death is to be found in the heart of the living world, thus 

“death is our enemy, but not an alien”. "However, recognizing death as the 

supreme queen is not a fatalistic resignation. Human beings must continue to 

fight, even if dying is horrible and when pain and loneliness are dominating”2. 

“Accompanying dying persons is a new humanistic mission of the laic world. It 

is an ethical imperative to let the dying person escape the loneliness of death”2.  
1. De Santo NG. What death is. A literary approach between fears and hope. Ann Ist 

Super Sanità 2014; 50(3): 249-65. 
2. Morin E. La Via. Per l’avvenire dell’umanità(Original title La Voie/The way).  

Raffaello Cortina, Milno, 2012. P.276-81. 

 

Cover of  two  books on complexity  respectively authored by Edgar Morin and Mauro Ceruti  
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Resilience 

The assessment of resilience in children, adolescents and their families is of 

fundamental importance to health systems to develop effective programs of 

intervention. The assessment should aim at recognizing difficulties to be 

addressed and potential protective factors to be developed within the frame of 

their competences. Assessing resilience enables healthcare professionals to 

identify the pro-active strategies of intervention in children and adolescents, as 

well as to enhance pre-existing capabilities, encourage healthy adjustment 

trajectories, and nurture resilient adaptation. An early multidimensional and 

,finally, focused approach to intervention is advisable to identify multiple 

potential risks and protective factors, enabling positive adjustments. The use of 

standardized, scientifically validated approaches for measuring resilience is 

recommended to collect and analyses data accurately.  

The Devereux Early Childhood Assessment can be used to assess resilience in 

children between 2 and 5 years of age. For adolescents, the Resilience Scale 

consists in a twenty-five items scale based on two factors recognized to be 

associated with resilience: personal competence and acceptance of self and life.  

This scale was tested and successfully validated with all ages and ethnic groups. 

The purpose of assessing resilience in families is to facilitate interactions and 

dialogues about the different roles of family members, as well as the potentials 

and characteristics of internal dynamics and functioning.  

I am not aware of any publication which has analyzed to what extent the 

theoretical concepts on resilience have been efficiently transferred from theory 

into practice in the 53 European countries. Analyzing the existing diversity of 

child health care, starting the debate,  and learning across borders  have been 

very successful concepts of some of previous EPA publications. This should 

lead EPA/UNEPSA to start an initiative on 1. describing the role of resilience in 

health care, 2. the assessment of resilience in risk groups,  3. the transfer of test 
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results into preventive patient care and 4. on the necessity of training programs 

for paediatricians. 

A word of caution on neuropsychological testing in general and testing 

resilience. 

Neuropsychological tests like the HAWIK intelligence test are needed to 

identify cerebral dysfunctions in healthy and sick children to identify strengths 

and weaknesses. However, extensive neuropsychological testing is hampered by 

a number of disease-related and organizational factors, especially when children 

are unmotivated or handicapped, thus not tolerating long test periods. In 

addition, therapeutic multicentre trials require tests to be performed in different 

countries, cultures, ethnic groups and paediatric centres allowing reliable 

comparability. Therefore, short and standardized tests, based on developmental 

psychological concepts, are needed to assess quantitatively and qualitatively 

neuropsychological functioning in children.  

Initial tests should not only identify quality and quantity of failures and 

deficiencies. Instead, they should also allow care givers to adapt and focus their 

therapeutic measures according to the specific deficiencies. Follow-up tests on 

long term effects of paediatric treatment and counselling on neuro-cognitive 

functions like resilience of young patients should also be measured 

psychometrically. There is a need for very elaborate tests because of the 

complexity of neuropsychological disturbances in children at risk, The choice of 

tests should be based on concepts which allow a factor-based comparison with 

test results from other patient groups. In addition, the findings on brain 

functioning should allow a correlation with developmental psychological scores. 

Last but not least, all these tests should fullfill the requirements of child-friendly 

health care and should be applicable in a less time-consuming way with higher 

patient compliance and lower costs.  

Paediatricians, neuro-paediatricians, psychologists, hospital pedagogues, 

occupational therapists will benefit from the specific analyses of the test profile. 
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Repeated testing allows monitoring quality of rehabilitative care by discovering 

achievements and deficits of rehabilitation.  
 
 

 

37. Parental loss during childhood and adolescence has a negative impact 

on health 

Massimo Pettoelo-Manovani and Jochen Ehrich 

Parental loss is a negative stress factor by itself on health and well-being of 

children, whatever the roots and causes may be, e.g. divorce, death etc. It is 

playing a negative role in the mental and physical development of children if 

coping mechanisms such as resilience fail to establish a new balance between 

stress and stress management. The sudden loss of a parent triggers grief 

responses leading to symptoms of sadness, anxiety, lack of concentration ability, 

poor impulse control, episodes of psychosomatic pain, etc. These symptoms 

may persist after early grief coping and may lead to delayed consultations in the 

practices of pediatricians and psychologists. Some of these symptoms were 

summarized by the term "vulnerable children with new morbidities", the latter of 

which having become a major part of adolescent care. In a EPA/UNEPSA 

survey on new medical problems, pediatricians from 10 out 26 countries listed 

behavioural morbidities among the top three pediatric challenges and reported 

an increase of young patients attending their ambulatory care units for 

behavioral disorders. It is unclear to what extent these patients suffered from 

symptoms that related to parental loss or "incomplete" families. Parental loss 

during childhood has been associated with a number of psychiatric disorders 

including anxiety, a spectrum of personality disorders, addiction to drugs, 

alcoholism, and most notably depression.  

The event of a parent’s death  during childhood is probably the most traumatic 

experience that can generate difficulties in adaptation to normal life and it can 
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induce psychopathological problems occurring throughout the developmental 

age channels until adulthood. 

We conclude that the loss of parents or family members is a major stressful 

experience for children. If symptoms of grief and pain coping are neglected and 

left untreated, the damage and suffering - experienced by individuals during 

childhood - may persist and amplify during adult life  A diversity of theoretical 

frameworks and psychosocial interventions have been proposed to offer 

adequate care. These consist of pharmacotherapy,  self-help, family 

interventions, support groups, as well as coaching in community resilience 

groups.  

 

 

38. Making full use of Narrative Evidence-Based Medicine will advance 

pediatric care, research and teaching in the present medical system where 

technology frequently heals but dehumanizes   

Rosa Maria De Santo, Psychologist – Cognitive Behavioral Psychotherapist, 

School of Specialization in Integrated Gestalt Psychotherapy, Torre 

Annunziata, Naples, Italy 

Although present developments might indicate that the appreciation of the value 

of narration is of recent onset, its importance has old roots. The hidden and 

remarkable causes of disease and recovery by Antonio Benivieni (1443-1502), 

Travel to Italy by Michel de Montaigne (1533-1592), Egyptian Medicine by 

Prospero Alpini (1553-1616) and General Psychopathology by Karl Jaspers 

(1883-1969) are just a few but significant examples of its role in medicine. 

Patient do not only need physicians, capable to give them the most advanced 

cures, the most sophisticated, the most technologically demanding, but also 

physicians capable to accompany them through their illness and help them to 

find a meaning in suffering and to instill and create hope (1). Obviously, when 
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we speak of physicians we do not neglect the other persons who work around 

patients, such as psychologists and nursing staff. 

Narrative Medicine combined with Evidence-Based Medicine as Narrative 

Evidence-Based Medicine (NEBM) is now proposed as “a model for humane 

and effective medical practice”, which “enables the physician to practice 

medicine with empathy, reflection, professionalism and trustworthiness” (2).  

Furthermore, from the rationale of a master in NEBM at Columbia University in 

New York, one learns that “The care of the sick unfolds in stories. The effective 

practice of health care requires the ability to recognize, absorb, interpret and act 

on stories and plights of the others. Medicine practiced with narrative 

competence is a model for humane and effective medical practice. It addresses 

the need of patients and caregivers to voice their experience, to be heard and to 

be valued, and it acknowledges the power of narrative to change the way is 

given and received”. 

 It has been stressed that training in narrative medicine “can improve their care 

of individual patients, commitment to their own health and fulfillment, care of 

their colleagues, continued fidelity to medicine’s ideals. By bridging the divides 

that separate the physicians from the patients, the self, colleagues and society, 

narrative medicine can help physicians to offer accurate, engaged, authentic, and 

effective care of the sick” (2). Essentially narrative medicine is a method driven 

by the goal to meet all patient’s needs, which is currently to be taught, learned, 

adopted and scrutinized (experimented). The method is useful to patients, to 

teachers in schools of medicine and/or psychology, physicians, psychologists, 

nurses, in every place where someone suffers, and much more in those places 

where inequalities in access to care are greater. 

DasGupta (3) writes: “Pediatricians, I posit, are more accustomed than most to 

negotiating the fine balance between silence and story. […] We know that much 

of the pediatric story emerges from nonverbal communication on the part of the 

child. Very young children are developmentally unable to access and to use 
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language in the same manner as adults, but even older children are often unable 

to articulate their experiences, because of their social voicelessness. Despite 

efforts on the parts of pediatricians to elicit and to hear the voices of their 

patients, stronger still are the nonverbal messages transmitted to children 

through their parents’ expectations of docility and obedience as integral to good 

public behavior, adults’ often obvious preference to speak directly to one 

another, and the very situation of being small, ill, and disrobed in a room with a 

stranger to whom one’s parent has inexplicably conferred the power to gaze on, 

to probe, and to invade one’s body. For adolescents, voicelessness may be a 

manifestation of internal emotional struggles. From the prelinguistic damaged 

infant in the NICU to the frightened, distrustful, or sullen teen in the adolescent 

clinic, pediatricians become skilled at constructing stories from silence, as if 

creating matter from what was once ether”. 

Less has been experimented in narrative medicine for childhood, however the 

literature offers many significant studies on asthma, cancer, people discharged 

from ICU, cystic fibrosis,  type 1 diabetes mellitus, among others. It is not 

without reasons that the Council of Europe guidelines on child-friendly health-

care reflecting the program for Building a Europe for Children 

(www.coe.int/en/web/children/publications) disclose a vast area of applications.  

The hope is that the “5P child-friendly care approach” (based on participation, 

promotion, protection, prevention, provision) - the  long-lasting program of the 

Council of Europe - will  grant “that the right things happen to the right children, 

at the right time, in the right place and using the right staff, who are supported in 

the right way to achieve the right outcomes, all at the right cost”. It will require 

vision, resources and unpredictable time even to meet the needs of children in 

this homogeneous area of the world represented by Europe. It obviously appears 

that narrative medicine (narrative pediatrics) might drive the whole process from 

teaching to care at a lower cost. 
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   R.M. De Santo 

 

NEBM is now described as necessary elaboration of NIH translational research 

roadmap in USA (4), where in 2001 the Institute of Medicine (IOM) of the 

National Academies of Science declared the blossoming of new basic sciences 

and the absence of research on health care outcomes, stressing the existence of a 

gap in translating knowledge into cures and called for patient-centeredness (4). 

NEBM can promote a blossoming of studies on Pediatrics and drive the 

specialty to achieve the goals promoted by new developments and make 

available a system working with “safety, effectiveness, patient-centeredness, 

timeliness, efficiency and equity" (4). Sayantani DasGupta wrote: “The 

experiences of children and their families, in the form of pediatric illness 

narratives, hold unique insights for physicians in how to engage in an ethical, 

empathetic, and self-reflective practice. In particular, these narratives 

demonstrate the importance not only of story but also of stillness or silence to 

the practice of medicine” (3)  .   

NEBM trespasses the limits of a methodology of caring and curing based on 

narration. Narration is thus turned into a fundamental tool to acquire, understand 

and integrate the different points of view of those who have a role in the process 

of caring and curing.  As in the definition of the Higher Institute of Health in 

Italy: “it is a personalized shared construction of the history of cure” for the 

single patients and it takes all the advantages of progress in research and 

teaching.  
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Comments by the editors 

39. What are narrative biases? The illusion of mono-causality in medicine. 

Children are not good in tolerating long waiting periods, random events and 

uncertainty.  

Children have the  universal desire to understand everything that is new and 

want to find causes and meanings for everything, especially for diseases.  

Children are early programmed to quickly ask "why" something has happened 

because they want to benefit from being comfort. 

When  unpredicted events like a disease occur, children immediately come up 

with simple and coherent questions which are mostly based on intuition. If left 

unanswered their sense-feeling mind will create their own narrative which may 

deviate from reality. This risk of pattern-seeking tendency is referred to as 

narrative bias. It is important that paediatricians recognize this built-in mental 

bias which is not limited to child age, however, children may not yet have 

developed the same rational way of balancing opinions and evidence based 

findings as adults.  

Attributing own explanations for events like a convulsion or observation of 

symptoms like a rash, prior to consultation of a paediatrician, is a normal 

behaviour of young patients and their families. However, attributions may 

become an obstacle during medical history taking because they often tend to 

deviate from reality.  Mono-causal links are usually more prevalent in patients' 

https://www.psychologytoday.com/us/basics/bias
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minds than in reality. Paediatricians would prefer to get a detailed description of 

symptoms and the course of the existing complaints, whereas patients and 

families would like to be well informed about "why" the disease happened and 

how fast it can progress or heal. 

All people make attributions that are biased in a complacent way which means 

prevention of pain. The question of "who is guilty" aims at identifying other 

people or external factors thought to be responsible for the disease or  crisis. 

Overcoming this error can be liberating for children and their parents. Therefore, 

an important part of paediatric consultations is to widen the spectrum of 

memories by listening to the narratives of patients and offering new and broader  

perspectives without loosing the "red thread" of history taking and clinical 

examination. 

In complicated cases, e.g. adolescent crises, the consultation of a clinical 

philosopher can be very helpful. 

 

Response of RM De Santo to the Editors 

I totally agree with the first three sentences of the editors. 

However because of the recommended shortness of the manuscript I failed to 

add and make clear the following aspects.   

I think that: 

a. Children’s concepts of health and illness are complex.  

Different developmental stages occur in childhood. Their understanding of 

health problems varies according to these developmenal stages (1).  

b. The relationship during paediatric treatment is triangular: the child, the 

parents (as stakeholders and caregivers) and the paediatrician.  

"Parents monitor their children's health state. They also decide whether medical 

care is to be sought and comply with medical recommendations or not"(2). Of 

course the children's and adolescent's illness-related perceptions is influenced by 

https://www.psychologytoday.com/us/basics/memory
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parental models and suggestions. Furthermore there is "the couple’s congruence 

regarding the perception of their child’s illness"(3). 

"Grandparents are often highly involved as secondary caregivers for their 

grandchildren and may influence children's psychological and physical health 

outcomes"(4). More studies are required to understand their role. Siblings of 

children with a serious illness are also involved in this triangle because they 

have a range of psychosocial needs. School teachers may also interfere in the 

triangular relation if informed by the parents. 

Paediatricians are not the only medical care givers who include nurses, 

psychologists, dieticians, physiotherapists, speech therapists, and others. 

c. The Common Sense Model of Self Regulation (CSM) proposes that illness 

perceptions (identity, cause, time-line, consequences, curability/controllability) 

plus emotional perceptions directly influence coping strategies, which in turn 

influence  health outcomes (5).  

d. A review on illness beliefs and self-management in children and young 

people with chronic illness (6) underlines how the “control beliefs, specifically 

treatment control beliefs, are more consistently and strongly associated with 

self-management than other representation domains”. 

e. Positive Psychology acts against shame and guilty. Positive emotions are joy, 

contentment, interest, pride, gratitude, satisfaction, pleasure, inspiration, hope, 

curiosity, love. Positive emotions "build enduring personal intellectual, physical, 

social and psychological resources"(7). Positive psychology can be utilized to 

empower people, to enhance people’s ability to ‘bounce back’ after tragic life 

events. 

f. The consultation-liaison includes philosophers, counsellors, chaplains, 

psychologists, psychiatrists, art therapists and many others. 
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 Giuliana Fillipazzi 

 

40. Standards and tools for the promotion of children’s health: But what 

about the rest of the family?  

Giuliana Filippazzi, EACH –European Association for Children in 

Hospital, Milano, Italy 

EACH (European Association for Children in Hospital) is already more than 30 

years old, but the knowledge and implementation of the 10 principles of the 

EACH CHARTA are still far from being known and fully adopted in all 
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countries. Most principles are more or less implemented, but as for 

communication between doctors and patients/families there is still a lot to be 

done, due to the confusion between “information” and  “communication”.  

Information is just telling something to someone (doctor to patient: one 

direction!). Communication is based on two directions (doctor –> patient/family 

–> doctor), and requires a feed-back, to make sure that informations are fully 

and exactly understood by observing the patient’s and the family’s reactions, in 

order to meet their expectations and needs for further explanation.  “To listen is 

to listen to what is said as well as to what is not said.” “To listen is to think 

before you respond.” “To listen is to understand that an answer is not always 

wanted." “To listen well often requires no answer.”  

But what about the rest of the family? Siblings, brothers and sisters of 

hospitalized children, consider themselves “invisible”, because their feelings are 

often  ignored or not taken enough into consideration. In the late 1950ies doctors 

started studying the reactions of siblings of children affected by cancer, and 

reported experience of  psychosocial distress, because they usually stood beyond 

the spotlight of attention and care, which were focused on the sick child. Later 

the researchers found out that this distress is not just limited to siblings of 

children affected by cancer or disabilities, but also concerns siblings of children 

hospitalized for a long time. If they are not properly informed about their 

brother's/sister’s illness they may develop jealousy or feel guilty for being 

healthy instead (“Why did it happen to him and not to me?”). Not knowing is 

worse than knowing, because imagination can develop a burden of wrong 

fantasies or exaggerated fears. The best way to prevent negative or wrong 

feelings (which can last for years!) is to inform and involve the siblings 

properly, in order to make them feel still loved and trusted by their parents  and 

that they can even be of help to the sick  child.  

According to international researches, doctors and nurses can play a very 

important role in reducing the siblings’ reactions to the patient’s disease. Their 
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most frequent requests/suggestions are: Participation in, and advice for, the 

patient’s care; information about the patient’s disease, treatment, progression 

and prognosis, provided directly by doctors/ nurses and not through the parents; 

own support (in daily life, with homework, school activities and hobbies) by 

teachers, family members and friends, in order not to feel invisible; attention to 

psychosocial aspects to be considered in relation to the affected family. 

Taking into consideration these needs and suggestions will help preserve the 

family’s unit and turn a difficult, potentially dramatic experience into an 

opportunity of maturity for the siblings, increasing compassion, empathy, 

sensitivity, independence and responsibility.  

Turn the siblings from invisible to visible! 
Acknowledegement: Professor Ulrika Kreicbergs of the Karolinska Institute in Stockholm 

 

 

41. The vulnerability of the child is multidimensional 

Christiane Woopen, Professor for Ethics and Theory of Medicine at the 

University of Cologne and Annic Weyersberg MD, Cologne Centre for 

Ethics, Rights, Economics and Social Sciences of Health (CERES), Cologne, 

Germany  

Vulnerability means "a particular constitution or situation that makes someone 

violable" [1]. Concepts of vulnerability (for example by Robert Goodin [2]) 

include the dependence of vulnerable persons on others and the limited 

possibility of vulnerable persons to react adequately towards deterioration of 

their own interests  [3]. This justifies a special need for protection and an 

obligation to help vulnerable groups.  

The vulnerability of the child is multidimensional (biological, psychological and 

social vulnerability). The biological or somatic vulnerability of the child is 

characterized above all by a particular vulnerability in this first phases of life, 

which reveals itself in an increased sensitivity to a multitude of possible 

deteriorating influences. An unimpeded development during the first years of 
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life (and even before birth) is crucial for the child's development and for health 

up into old age. New findings in "perinatal programming" indicate the important 

and sometimes transgenerational effects of influences in early life. This gives 

further scientific rise to the demand for early (already prenatal) and 

comprehensive health promotion and prevention for children [4]. The increased 

radiation sensitivity of child tissues and the complex processes in drug 

metabolism are also prime examples of the increased sensitivity to possible 

harmful effects on the child [5]. 

The crucial time frame of the first years of life also opens up the possibility for 

early and targeted intervention. In this sense, the biological vulnerability of the 

child is not only a risk, but also offers many opportunities. Recent scientific 

findings (e.g. precision medicine [6]) indicate new and targeted treatment 

options for serious and chronic diseases, from which children in particular might 

benefit in the decisive first years of life (for example in the case of genetic forms 

of childhood obesity or cancer).  

In view of the particular vulnerability of the child, it seems urgently necessary to 

meet the special needs of sick children, even under the current conditions of 

limited resources. This includes a clear and widely accepted definition and 

adherence to sufficient standards with regard to quality and staff in children’s 

hospitals as well as to ensure sufficient funding and reimbursement. With regard 

to increasing child poverty in Germany and a still rising economy [7], non-

discriminatory access to health services for children of all socio-economic 

backgrounds is also an indispensable condition for health care for children.  

The primacy of the best interests of the child as laid down in the UN-Convention 

on the Rights of the Child (Article 3, paragraph 1) includes "all actions 

concerning children, whether undertaken by public or private social welfare 

institutions, courts of law, administrative authorities or legislative bodies". The 

right to "the highest attainable standard of health" (article 24) is connected, 

among other things, with recommendations for the provision of adequately 
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trained staff for sick children [ [8]. It seems questionable whether the binding 

rights under the UN-Convention on the Rights of the Child are currently 

sufficiently implemented in Germany. The promotion of children's health is also 

one of the (declared) important goals in German health policy [9]. The thorough 

implementation and binding application of the existing legal framework of 

health care for children must therefore be one of the central concerns of all those 

involved. According to the European Paediatric Association (EPA) and 

European Academy of Paediatrics (EAP), however, children and their special 

needs played little role in discussions about health systems, although the 

pressure on European health systems has probably had a greater impact on 

vulnerable groups such as children [10]. 
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42. Establishing a child rights, health equity, and social justice-based 

practice of paediatrics 

Jochen Ehrich 

The UN Convention on the Rights of the Child (CRC) came into force 25 years 

ago as the first human rights document focused solely on children.  The articles 

of the CRC are concordant with the underlying precepts of pediatrics and public 

health.  Yet, despite on-going changes in the social-ecology of health, more than 

a half-century of enlightenment as to the relevance of human rights to the health 

and well-being of children, rapid advances in social epidemiology and life 

course sciences, the principles of human rights, health equity, and social justice 

have not been integrated into health professional training.  Neither have they 

been incorporated into standards for the delivery of health care, development of 

health systems, and generation of public policy.  

To remain relevant, health care and health systems must function at the 

intersection of health and human rights.  The availability of rights, equity, and 

justice-based strategies and tools, and the principles and standards of numerous 

human rights documents - including the UN Convention on the Rights of the 

Child,  Ottawa Charter for Health Promotion, African Charter on the Rights and 

Welfare of the Child, and UN Convention on the Rights of People with 

Disabilities - make this possible. However, global health systems remain 

focused primarily on selective strategies to promote child survival in low-

income countries, and access to health care and biomedical approaches to health 

in mid and upper-income nations.  Global public and private sector health 

policies, systems, and practices have arguably not responded to the complexity 

of the social, economic, political-civil, environmental, and cultural factors that 

generate health.  Furthermore, they have not engaged rights, equity, and justice-

based approaches to health policy, systems, and practice. This chasm between 

knowledge and experience and policy and practice must be acknowledged and 
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addressed through medical education and research guided by the principles of 

human rights, health equity, and social justice. 

The relevance of paediatrics and paediatricians to the domestic and global well-

being of children will depend increasingly on the extent to which norms and 

practices of child rights, health equity, and social justice are integrated into the 

mainstream of global child and public health. The extent to which child health 

professionals will incorporate a rights, equity, and social justice-based approach 

to child health will determine the extent to which they contribute to an urgently 

needed regeneration of paediatrics.lead change for the future of paediatrics.  The 

challenges and opportunities related to children’s right to health, including 

children’s right to participation in the health system and communicating with 

children are explored in depth in several articles of this book. 

 

 

 
Well-being of children 
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43. Different views and questions without answers 
Jochen Ehrich 

 
I. Different hierarchical levels of looking at the disease 

 
The patient’s view is based on the 

View from the inner side 
View from the outer side 

Interactional view 
Systemic view 

 
The paediatrician's view is based on the 

View from the outer side 
Systemic view 

Interactional view 
View from the inner side 

 
 

The institutional view is based on the 
Systemic view 
Interactional view 

View from the outer side 
View from the inner side 

 
--- 

 
 

II. Different hierarchical levels of looking at organizing child health care 
services 

 
IIa. Providing primary paediatric care in the community 

There are many challenges in providing ambulatory care for European children.  

However, there is a lack of evidence based data  on organizing best community 

child health care. 

I think that the most urgent questions needing answers include: 

1. how best to plan the post-graduate training of physicians in primary paediatric 

who are planning to work in rural areas?  

2. how best to plan an adequate number of paediatricians in rural areas? 

3. how best to plan paediatric emergency care out-of working hours during week 

days and during weekends? 
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IIb. Providing highly specialized tertiary paediatric care in hospitals 

There are many challenges in providing highly specialized paediatric care in 

Europe.  

However, there is a lack of evidence based data  on organizing best highly 

specialized paediatric  centres of competence to inform the decision-making 

process. 

I think that the most urgent questions needing answers include: 

1. how best to plan an adequate number of highly specialized paediatric  centres 

of competence in a country? Where appropriate?  When taking account of 

possibilities created by the European Union Directive on Cross Border Care, 

so as to avoid both under-provision and over-supply? 

2. how to develop a sustainable workforce of sub-specialized paediatricians, 

nurses, medical technicians, etc.  to meet the medical health needs of children 

and organizational needs of children's hospitals. Many different factors must 

be taken into account, including under- and postgraduate training, continuous 

medical education and work time rules of the European Union. 

3. how to balance the benefits from centralization of special care with problems 

of access? While families will accept travelling long distances to receive 

special investigations or treatment, they will favour the idea of  regular visits 

and follow-up as close to their homes as possible. 

 
III. As few pediatricians as possible and as many pediatricians as 

necessary? 

A common mantra in today's world is "as little as possible and as much as 

necessary". 

It is amazing how frequently this can be applied to all kinds of different projects in order to 

help achieve a good outcome. It also applies to medicine e.g. "as little antibiotics as possible 

and as much/many antbiotics as necessary". However, does this "rule" also apply to the 

pediatric workforce e.g. "as few pediatricians as possible and as many pediatrircans as 

necessary"?
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Marusia Lilova and her husband Stan 

 

 

44. The never ending story of creating and transferring the diagnosis of 

diseases 

Anonymous (in remembrance of the late Professoressa Marusia Lilova, 

Sofia, Bulgaria) 

I believe that paediatricians should listen carefully to questions asked by their 

young patients. 

It is not so long ago that I was asked by a 9 year old boy with a nephrotic 

syndrome: "Doctor, how many diseases can affect human beings?"  

I answered: "I do not know. Why do you ask?"  

My ignorant answer was obviously unsatisfactory for the boy and he did not 

respond to my question. 

Instead he asked a further question:" What is the difference between a disease, 

an illness and a sickness".  

My immediate answer was:" I think that the use of these terms depends on the 

diagnosis." 

He looked at me and said: "And why do I have a syndrome and not a disease?" 

I must have looked puzzled when I abstained from saying that a syndrome is a 

mixture of different symptoms which can be caused by different disease entities. 
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Looking at the boy I realized that he was asking for a different quality of 

answer.  

Thus, I finally told him that I liked the nature of his three demanding questions. 

However, I would prefer to know if he had come to some own conclusions when 

trying to find answers to his very relevant questions. I continued that my 

answers to his questions would have to be built upon his own perceptions and 

previous conclusions. This would make it easier for me to give an explanation 

enabling him to understand my complex explications.  

The boy nodded and said to me: "I feel sick when I have oedema but I feel 

healthy when I have no oedema and do not have to take corticosteroids three 

times a day. How come?" 

By this time my professional dominance had completely vanished and I was no 

longer sure whether I would cope with this situation. Finally, I took a piece of 

paper and drew a simple sketch for the boy and asked for his comment: 

 

 
 

The boy correctly added the two words healthy and unhealthy to the graphic. We 

looked at each other and decided that we had reached a high level of mutual 

understanding which at this moment did not need further explanations. 

               healthy 

unhealthy 

Before leaving the room the boy turned to me and asked "Can I ask you more 

questions next time?" I smiled and nodded.  
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I concluded that it is not always necessary for young patients to fully understand 

the complexity of a diagnosis if they understand the essential principle. Learning 

the full spectrum of a disease may take a long time. 

 

Comments by the Editors  

The contribution of the author - who wants to remain anonymous - is dealing 

with the topic of the interface of old and young in medicine and seeks to lay 

out a vision for Learning Together. The author describes an unusual situation 

which he had experienced shortly before retirement at the end of his clinical 

career. He must have been inspired by Antoine de Saint Exupery's "Le Petit 

Prince" when deciding to draw a sketch instead of explaining verbally what he 

thought. 

This "manoeuvre" aligns with the policy of parents and paediatricians 

recognizing above all  the need to put the child first in their decisions. The 

author's proposal for new ways of explaining a diagnosis is gently described but 

incompletely spelled out and thus needs to be mapped against current experience 

and training strategies. 

Opportunities for joint training in clinical care exist across a wide spectrum 

ranging from the recognition and management of vulnerable children to young 

people with complex problems and growing numbers of adolescents who are 

challenged by mental health difficulties. 

We encourage initiatives embracing training in social competence, health 

education, academic training, and research on preventing children from the 

negative influences of the "postmodern volatile space"* such as  

1. lack of time,  

2. permanent competition, and  

3. worshipping of technology.  

* ("Leben im postmodernen flüchtigen Raum" by Jürgen Manemann, 2016) 
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The older generation living and working with children must be familiar with 

the issues around safeguarding. Putting this vision into practice requires 

collaboration, imaginative solutions and  willingness to change. Learning 

together is achieved in both healthy and unhealthy  environments. It must 

encourage a whole population approach. Health care does not only mean 

medical care. Shared planning and educational supervision has fostered closer 

relationships between old and young especially if the training has taken place 

between multi-professional teams. 

 Learning Together offers great opportunities in Quality of Life 

Improvement.  

If you train together, you will work well together and you will live better 

together. This is the vital message of the short story. 

 

Comments by Wolfgang Marg, paediatrician, Bremen, Germany 

Why do paediatricians have to grow old and to gain so much individual 

experience before asking patients the right questions or understanding the 

questions of patients correctly? 

Is it youthful pride or professional ambition (blind spots) which make 

communication more complicated/complex and mirror neurons blind during the 

early stages of practicing child health care? 

Or is it only a matter of incomplete postgraduate training of paediatricians? 

 

A reference link proposed by Pierre-André Michaud: 

Berger LR. The Winnicott Squiggle Game: a vehicle for communicating with 

the school-aged child. Pediatrics. 1980 Dec;66(6):921-4. 

"The Squiggle Game, described by pediatrician/child psychiatrist D. W. 

Winnicott, is a pencil-and-paper technique for eliciting children's thoughts and 

feelings. Unlike drawing tests such as the Goodenough Draw-A-Person Test and 

the Bender-Gestalt Form Copying Test, the Squiggle Game has an entirely 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Berger%20LR%5BAuthor%5D&cauthor=true&cauthor_uid=7005855
https://www.ncbi.nlm.nih.gov/pubmed/7005855
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unstructured format. This allows maximal latitude for children to share ideas and 

feelings. Also, participation of the physician in charge makes the approach more 

joyful, rather than underging tests by unknown care-givers. The Squiggle Game 

has wide applicability in the general practice of paediatrics. It is ideally suited to 

communicate with school-aged children who are often too young to articulate 

perceptions and feelings spontaneously, but are too old to be engrossed in play 

techniques utilizing doll houses, puppets, or other toys." 

 
Damm L, Leiss U, Habeler U, Ehrich J. Improving Care through Better Communication: 
Understanding the Benefits. J Pediatr 2015;166:1327-1328 
Damm L, Leiss U, Habeler U, Ehrich J. Improving Care through Better Communication: 
Continuing the Debate. J Pediatr 2015;167:501-502  
 
 

 
Ayse Balat 

45. Being a pediatrician… 

Ayse Balat, Professor of Paediatrics, Department of Pediatric 

Nephrology&Rheumatology 

İstanbul Aydın University, Medical Faculty, Istanbul, Turkey 

https://www.ncbi.nlm.nih.gov/pubmed/25919744
https://www.ncbi.nlm.nih.gov/pubmed/25919744
https://www.ncbi.nlm.nih.gov/pubmed/26210845
https://www.ncbi.nlm.nih.gov/pubmed/26210845
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Paediatricians are physicians who can see the joy, sorrow and pain in a child’s 

eyes. They are starting physical examinations by using only their eyes before 

touching the child with their hands… 

Paediatricians can see the world through the eyes of a child, touching it not only 

with their hands, but also with their heart.  It is empathy and important to notice 

the child's purity and to step into its own world. They must be objective in their 

treatment, but big-hearted when it comes to sharing emotions. 

Children are not capable of hiding their emotions or their illnesses. You can 

easily see a kid who was, just yesterday, in a bad condition with a diagnosis of 

fluid and electrolyte imbalance, smiling at you after finishing treatment. There is 

not much else in the world that causes so much joy and happiness for a doctor or 

any other human being. 

The definition of illness for children is almost synonymous with “fear” and 

“deterioration in quality of life”. While one of my patients, operated for 

glioblastoma, defines the illness as “being operated”, another one undergoing 

dialysis due to kidney failure, described it as "constantly using pills and missing 

out school". 

The unwavering hope children have for a speedy recovery is something that can 

rarely be observed in adults. I have had many patients who strongly believed in 

their chance of getting a kidney transplant one day and who endured the 

treatment processes with patience, trust and optimism that their discomfort 

would soon pass. With most of them I’ve been lucky enough to share their joy 

upon receiving the good news that a suitable donor had been found. However, 

I’ve also had patients becoming little angels… and I have cried with their 

parents in mourning… 

Successful paediatrician can build on strong bonds especially with their 

chronically ill long term  patients. This bond, tightly woven with love and trust, 

is vital and gets stronger day by day. Having built such connection will always 

increase the success rate of treatments. 
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A good pediatrician is the one who can also form a strong connection with the 

family of diseased children. Physicians' assistance to the child will be 

significantly limited if you cannot satisfy the parents regarding monitoring 

health and treatment. Thus, being a pediatrician also requires a strong social and 

psychological ability of communication. 

If as an adult, you can be childlike, if you are a good listener and observer, if 

you know how to share others’ joy and sorrow, if you are patient and most 

importantly if you always radiate hope, then most probably you are a 

paediatrician… 

Of course, as a paediatrician, I always keep in mind that children are also 

“teachers”, just like Paulo Coelho said: “If one day you lose your way, look into 

the eyes of a child, because a child can always teach an adult three things: to be 

happy for no reason, to always be busy with something, and to know how to 

demand what it desires.” 

 

 

46. Who is the best doctor for children?  

Gottfried Huss MD, DTMH (London), MPH (Baltimore), neonatologist, 

secretary-general of the European Confederation of Primary Care 

Paediatricians (ECPCP)   

 I believe that children and adolescents start suffering and become vulnerable to 

illness when they are neglected or not given enough attention.  Well-being, 

growth and development of a child, as well as success of care and cure are 

endangered when children are insufficiently protected by parents and society. 

Therefore, 24h-provision of child health care services by teams of primary care 

paediatricians and close to home medical settings should always be available in 

all European countries.  

What qualifies a doctor to work successfully as a primary care paediatrician? 

Doctors for children are special in many ways. They think and act differently 
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compared with other medical personal. The knowledge of scientific findings, 

diagnostic and therapeutic skills is mandatory, but this is not enough. A good 

paediatrician must listen, is gentle, child- and parent-friendly and 

compassionate. However, are primary care paediatricians who are working in 

their private practice also able to influence local or national child health care 

service systems, therefore, working in primary care also requires specific 

training in public health, i.e. prevention of diseases and promotion of 

salutogenic health projects.  

Why are these two claims my priorities for discussing child health care service 

systems and why are they interconnected? Firstly, a good paediatrician within a 

community works in each single case as advocate for the child's rights to health. 

Paediatricians must stand up in society for solid health strategies and legislation 

concerning child rights to health thereby improving the situation of poor, 

disadvantaged and refugee children. Secondly, I have learned from my own 

vivid career that children and paediatricians must be seen as entity in medical 

care.  

Ironically, it looks as if  primary care paediatricians moreover fight today for 

their own professional survival, as general practitioners (GP) who are poorly 

trained in child health are preferred by health managers (e.g of the World Bank) 

to treat parents and their children as family physicians. The GP system existed 

before the fall of the Berlin wall in only 6 out of 34 European countries.1 After 

the decline of the Soviet Union the Presidents of national paediatric societies of 

10 East European countries (62.5%) denied major improvements of their child 

health care services. The most frequently offered reasons were that the health 

care system had changed from a paediatrician-based system to a GP system or 

that no new organisational structures had been insatlled. Thus, I think that 

paediatricians in ambulatory primary care have become an endangered "species" 

in several European countries.  
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What about my own experiences? I myself had to learn from errors and setbacks 

concerning my professional activities. As an adolescent I rebelled against my 

father and as medical student in the late 1960ies in Berlin I fought against the 

political establishment. As a young trainee in paediatrics I was not really 

cooperative in the hierarchical system of children's hospitals. Today, I conclude, 

retrospectively, that I was driven by antiauthoritarian life concepts with burning 

and selfish interests in my own academic career. This  counterproductive 

combination turned out to be harmful for my scientific career and I finally 

decided to leave university paediatrics to help the poor in Latin America. During 

my first 3 years of developmental service in Nicaragua I learned that 

malnourished children could be treated well for a short time but prevention and 

long-term recovery depended on wealth and understanding of  societies needed 

by children to be placed first in society. However, working as a foreign 

paediatrician in a country that did not benefit from solid Western developmental 

aid did not support my aims to develop  projects for eradicating some of the 

existing deficits in health care services. This experience of systemic helplessness 

ended in a another crisis of mine. 

I decided to return to Germany to work for a couple of years as a neonatologist. 

Among other factors, it may have been the "re-entry cultural shock" into a 

wealthy European health care system that collided with my adaptation to 

Western standards of care. I was already in my early fifties when I went to the 

United States to study public health in Baltimore. Here, I learned to understand 

the basics of global health, quality management and improvement. I used this 

newly acquired knowledge as a program leader for  health projects of 

developmental services in El Salvador. Here, I focused on quality improvement 

training for health care professionals.  

Thereafter, I went back to Germany and enjoyed working as a primary care 

paediatricians in a private practice. My "tour d'horizon" is not finished yet and, 

after having retired from regular work, I engage in various projects on 
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promoting primary child health care and a leading role of primary care 

paediatricians. 

In summary, I have looked from different angles at several child health care 

service systems. I have discovered the enormous diversity of child care 

services involving different types of care givers. I think that diversity should be 

an important component towards a common goal and not an end in itself. I 

conclude that the concept of diversity encompasses the will to compete for the 

best system on the basis of fair play, acceptance and respect. In my opinion the 

best doctor for children is the paediatrician. 
Katz M, Rubino A, Collier J, Rosen J, Ehrich JH. Demography of pediatric primary care in 
Europe: delivery of care and training. 
Pediatrics. 2002; 109:788-96 
 

 
Gottfried Huss and daughter 

 

 

Comment on diversity by Jochen Ehrich 

Diversity means understanding that each  individual or nation is unique and thus 

recognising our individual or national difference. These varieties can  be due to 

the dimensions of ethnicity, gender, culture, socioeconomic  status, religious 

beliefs, political beliefs, or other  ideologies. The exploration of these 
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differences must take place in a safe, positive, and nurturing environment. It is 

about understanding each other and looking beyond simple tolerance, embracing 

and appreciating the rich dimensions of diversity within each nation.  

Paediatrics is also characterised by the diversity, variety and heterogeneity of 

paediatric care offered in 53 different European countries. Diversity is the 

source of contradictions, tensions and conflicts which are inevitable, and if they 

are not suppressed and rationalised, they will become a productive part of our 

normal and academic life. I am well aware of the fact that all social and medical 

processes inevitably contain a competitive element of "for and against each 

other". Very rarely is there a right and a wrong when discussing socio-medical 

processes because they are complex systems. We should always remember that 

experts in the field of politics, finance or medicine are neither able to predict 

socioeconomic developments nor can they offer easy solutions for complex 

problems and remedies for national or international crises.  

In the field of medicine there is rarely good and bad, more often we are faced 

with solutions that are better or worse than the existing system. Last but not 

least, there is no immobile stability in the field of paediatrics but always room 

for an adaptive change which means that decisions once taken are not carved in 

stone. Those people who do not realise this will prevent necessary changes in 

their health care system.  

We paediatricians are not the only health care givers for children. We believe in 

doors and bridges and not in walls when discussing primary child health care in 

paediatric, mixed or general practitioner systems. We paediatricians also believe 

in the future because we are continuously accompanied and guided by today's 

youth reflecting the values and virtues of growth, development, caring and 

learning. Today it is not so much our role to tear down walls, but to prevent 

people of other European nations from building new ones. 
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47. "The best doctors go to hell", how come?  

Eli Somekh, professor of paediatrics, Mayenei Hayeshuah Medical Center, 

Bnei Brak Israel, and The Sackler School of Medicine, Tel Aviv, Israel 

The phrase "the best doctors go to hell" was written in the "Talmud", being the 

ancient central text of Rabbinic Judaism and the primary source of Jewish 

religious law and theology. 

This phrase has been puzzling and mysterious for many centuries, attributed and  

appreciated to the Jewish tradition of healing. The Bible itself empowered 

doctors over 3300 years ago when it taught "and he shall provide healing" 

(Exodus 21:19), similar to the Talmud telling us that God equally empowers 

doctors to heal others. 

The wish to become a doctor healing people has continued being in the Jewish 

tradition until this very day. In fact, some of the greatest Jewish philosophers, 

such as Maimonides and others were doctors themselves. There is also the old 

joke about the Jewish mother who feels that in order to have a meaningful 

motherhood she has to have a son or daughter who will become a doctor later in 

life. 

These above strong statements make it strange and difficult to understand the 

"The best doctors go to hell" made by the Talmud. How can the Talmud 

condemn the medical profession so harshly when the Bible itself encourages 

doctors to heal people? 

There have been many explanations by famous commentators analysing the 

Talmud for this mysterious phrase. Personally I like the following explanation: 

This statement refers specifically to the doctor who thinks that he is the best, 

meaning that he doesn't ask God for help, as he feels no compulsion to seek 

Divine permission to practice medical cure. Due to his arrogance, he is destined 

to go to hell, if he relies completely on his own judgment and refuses to consult 

with other doctors. His misbehaviour can often lead to tragic death. 
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If we now leave the Theological books and turn back to our practice, I can tell 

that as my medical career and medical experience continues longer and longer (I 

have been practicing medicine for almost 40 years) I find this explanation 

increasingly correct. 

I believe that a dangerous dilemma of highly qualified and experienced 

physicians is when they become too self-confident and arrogant. 

We have all seen famous doctors who can neither accept advices by peers , nor 

are they prepared to consult their colleagues fearing that this "weakness" may 

stain their reputation. 

We have all seen concited doctors pretending to know everything regarding their 

profession and tending to patronize their colleagues. Such behavior is not only 

dangerous, but may cause catastrophic results for the patient, as well as negative 

educational implications. 

Such a behaviour tends to be perceived as charismatic and may even be admired 

by students and young doctors -mulating this behaviour and adapting this 

"model" for their own career. 

In fact, I believe that the experienced doctor should wisely understand and 

recognize his/her limitations, and be guidedd by "the benefit of the doubt". I 

believe that one of the best tools of the physician's armentarium is doubt. 

We should always ask ourselves: "Is the case as simple and clear cut as I believe 

it is? Do I have the right expertise to handle this case, or do I have to consult 

other experts? Am I up to date with the medical literature regarding this case? 

Do I recommend my treatment because I believe in it or am I influenced by 

inappropriate considerations?  

Therefore, I think that the best friends of practitioners are doubt and humility, 

and their most dangerous enemies are arrogance and over-confidence.  
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Eli Somekh saluting a young girl 

 

Comment by Francois Corrard  

There may be another explanation for this amazing phrase "The best doctors go 

to hell". The Old Testament, through two books shared by the Torah (Leviticus 

and Deuteronomy) specifies the relationship between the Lord and the disease: 

"If you do not obey the voice of the LORD, .... The LORD will bind the plague 

to you, and will strike you with consumption, fever, inflammation, burning heat, 

desiccation, jaundice, and gangrene, which will pursue you until you perish. 

Jehovah will smite you with the Egyptian ulcer, hemorrhoids, scabies, and 

ringworm, and will strike you on the knees and thighs with a malignant ulcer 

that you can not heal. All these curses will come upon you ... until you are 

destroyed. The LORD will strike you and your descendants miraculously with 

great and long wounds, with grave and stubborn diseases ... And even the LORD 

will bring upon you, until you are destroyed, all kinds of diseases and of wounds 
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that are not mentioned in the book of this law "(Leviticus 129: 14-26, 

Deuteronomy 29, 21-63) 

Difficult to be clearer and more exhaustive! Illness can really be a divine 

punishment. What would be the role of the physicians? Should they fight against 

the divine order and, therefore, becoming a rival to God? Their place would be 

the hell. "The best doctors go to hell" is a confession, a mark of recognition and 

extraordinary consideration of the power of physicians, especially of the power 

of the "best doctors".  

...and this opinion does not come from anyone unimportant... 

This insult becomes a hymn to medicine, especially of quality. Let's all be "best 

doctors"! 

 

Response of the author 

I feel privileged to have the comment of Francois Corrard added to my 

manuscript. 

It is interesting that he chose to shed light on the "theological" concept of the 

"best doctor" while I have tried to concentrate on the ethical significance of this 

concept. The Editors may choose to add few words regarding the ethical 

meaning in order to emphasize the ethical side of my article. 

 

Comment by Jochen Ehrich 

I agree with the response of the author that there are these two points of view, 

ethical and theological. It is not my intention to value the two different points of 

view. Let's leave it to the readers to favor one or the other of the two approaches. 
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48. We will not teach them, but they will teach us 

Moritz A. von Bredow, MD, Consultant Paediatrician, Hamburg, Germany. 

Mы оба их ничему не научим, а они еще нас научат [...]  

Через детей душа лечится. 

(Fyodor Dostoyevsky, The Idiot, Chapter 6. 1868) 

In Dostoyevsky’s famous novel, The Idiot, Prince Myshkin is being ridiculed by 

a teacher named Jules Thibaud who is jealous of the Prince (at that time a 

patient in a psychiatric hospital in Switzerland) as the school children can 

seemingly understand all when talking to the Prince, but can learn nothing from 

their teacher. Myshkin explains: „We will not teach them, but they will teach us. 

[...] Through children, our soul is cured.“ 

Being a consultant paediatrician, working with children and their parents, I feel 

privileged and honoured to work in a most challenging and rewarding 

professional field of medicine. Dostoyevsky’s quote has been one of my 

indispensable guidelines throughout my medical life. The assumption that we as 

adults, whether parents, teachers, therapists or doctors, can and ought to teach 

children all they need to know and learn, has proven one-sided and narrow-

minded for quite some time, but it was revolutionary to say so in Dostoyevsky’s 

days exactly 150 years ago. 

I will remember forever those children who indeed have taught me most, from 

whom I learnt for my life and my work,i.e. the dying young I was looking after, 

or incurably ill children who had lived and were dying with all the dignity and 

inner tranquility, we are trying to achieve for ourselves, though mostly in vain. 

Charlene was only six months old, a beautiful little girl who was one night 

brought into the South London hospital where I was working as a medical 

student. She was moribund on arrival and died of Waterhouse Friderichsen 

Syndrome in my hands, her eyes peacefully closed, „schicksallos, wie der 

schlafende Säugling – fatelessly, like the sleeping infant“ (Friedrich Hölderlin, 

Hyperion, Vol. II: Hyperions Schicksalslied. 1799). I remember Ole, an eight 
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year-old boy who died of leukaemia, and who on the last day of his life, his eyes 

blissfully shining and with a smiling face, was telling me how much he loved ice 

cream. I remember Frauke, who died in a children’s hospital in Northern 

Germany, aged seven months, of a neuroblastoma. I remember Tobias, a 

seventeen year-old youth who had led a beautiful, spiritual life full of happiness 

and love for nature until he was diagnosed with Ewing’s Sarcoma and died 

before he reached 18 years. I remember Artiom, sleepness, with whom I had 

often played chess during his many hospital stays when I was on night duty – I 

learnt years later that he died as a young adult of sclerosing peritonitis after 

years of peritoneal dialysis. All of these and many more were my teachers, all of 

them and many more I remember vividly. I remember their inconsolable parents 

and my own tears.  

 

 
Moritz A. von Bredow 

 

When I walk into my practice near Hamburg today, as I have been doing since 

1999, I carry all these memories, the sad ones but also the many happy ones, in 

my inner. I remember my own parents, my family, my friends, my teachers at 

school and university, my academic and my clinical teachers. Humble gratitude 
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is filling me. I am greeting my nurses, greeting the parents and their children, 

treating them, and hoping that they will continue to teach me, in health and in 

illness, hoping that I may continue to learn, to study and to do right for the 

wellbeing of those who are putting their faith and trust in me.  

 

 

49. To opt for primary care paediatrics is to invest into the future of society    

Angel Carrasco Sanz MD, President European Confederation of Primary 

Care Paediatricians (ECPCP) ,  primary care paediatrician, Madrid, Spain  

After my postgraduate training period in a big hospital in Madrid, working in a 

super-specialised environment, I was, of course, directed to hospital paediatrics. 

I wanted to learn the most advanced technologies and skills in neonatology, 

transplantation, intensive care, etc. It took me some time to understand the 

essential role of primary care to improve the health of children and adolescents. 

Today, 25 years later, I am looking back on a successful career as a primary care 

paediatrician in rural and urban settings. How come? 

First, I had to master the difference between the normal and the abnormal in 

child development and health. I acquired subtle and straightforward skills that 

allow paediatricians to distinguish a sick child in a busy solo-practice under time 

pressure, lacking technology and other resources and possibility of discussing 

my questions and doubts with a next-door colleague. In addition, I learned to 

communicate with children, adolescents and their families, reassure and 

empower them, to read between the lines, and to put myself into their "shoes". 

Empathy, compassion, patience, humanity and kindness are needed for a 

successful career as a primary care paediatrician.  

Through all these years, I have learned to deal with risks and uncertainty with 

the responsibility of caring for the most valuable treasures of families: their 

children.  The solutions to my challenges were - as my teachers in medical 

school alwaystaught - to keep on studying and learning continuously. The high-
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quality courses and training activities organised by our Spanish scientific 

paediatric society and its web resources helped to keep me up to date. 

Nowadays, specific training in primary care settings is offered with a systematic, 

standardised curriculum for all paediatric trainees. (1) 

 

 
School girls attending a lecture of Alejandro Carrasco in Nepal 

 

Being a primary care paediatrician is not always easy, but the reward is 

immense. The privilege of working at the front line of caring for children and 

their families, to accompany them in their journey to find their way into life, to 

gain their confidence and fidelity, make up for all the invested efforts, thus 

coping with difficulties.  

Yesterday at my practice, a paediatric trainee and I enjoyed the smile of a one-

month-old infant (to the astonishment of her mother). A few minutes later, I also 

enjoyed the gratitude of an 18-year-old adolescent with a chronic disease I had 

taken care of since childhood, and who said good bye to me before (not 

willingly) being transferred to his family doctor. Perhaps, primary care is neither 
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the most spectacular branch of paediatrics nor the most economically attractive 

one, but there are more important things in life that cannot be bought by money 

or academic recognition.        

    

 
Medical student Cecilia Carrasco examining a baby in a refugee camp 

 

The role of primary care paediatricians is essential in all societies of the world. 

We care for children and adolescents in the community, we are the first contact 

for all undifferentiated unselected concerns, we offer prevention and health 

promotion, care for chronic illnesses in coordination with specialised centres, 

and we serve as gate keepers and guides for families in a complex and 

fragmented health service system.   

Our practices are usually in the vicinity of family homes.  We advocate 

children's rights to health.  

I strongly believe that children and adolescents are our future, and their health 

and well-being should have priority for governments and administrators. They 

deserve high-quality health care by the best trained available professionals. To 

opt for primary care paediatrics is to invest into the future of society.     
ECPCP Curriculum in Primary Care Paediatrics (available at 
https://www.ecpcp.eu/fileadmin/pdf_doc_ppt/Curriculum_in_Primary_Care_Paediatrics_4.12
.2014.pdf ) 

https://www.ecpcp.eu/fileadmin/pdf_doc_ppt/Curriculum_in_Primary_Care_Paediatrics_4.12.2014.pdf
https://www.ecpcp.eu/fileadmin/pdf_doc_ppt/Curriculum_in_Primary_Care_Paediatrics_4.12.2014.pdf
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Thomas Fischbach and his wife on Kos, the Greek island of Hippocrates   
 

 

50. The role of continuity of care in health care systems is most important 

for children   

Thomas Fischbach, primary care paediatrician, President of Berufsverband 

der Kinder- und Jugendärzte (BVKJ), Solingen, Germany 

I believe that continuous paediatric care in health care systems is a precondition 

for the successful treatment of children starting from pregnancy and continuing 

until adult age. One of the actual political questions is wether paediatricians, 

working in their solo-practices, can assure continuity of primary child health 

care. There is a diversity of primary child health care services in European 

ranging from a paediatric to a mixed and a general practitioners system.   

I think that paediatricians have the best qualifications to care for healthy and 

sick children and adolescents They also know about family structures of their 

patients, thus being able to take care of growing children in their different 

environments. A long-term medical care by the same paediatrician is an 

invaluable treasure and includes in addition all aspects of social health as well. 

In summary ambulatory paediatrics follows a holistic approach up to adulthood. 

Many times parents of patients had even been patients of the same paediatrician 
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when they were young. In summary it is this extensive knowledge of a family 

and the patient's trust which enables the paediatrician to collect social and 

medical data which are important to confirm diagnosis and adequate therapy. No 

physician working in a hospital will be able to get a better overall view about the 

patients complex living situation than a medical practitioner in paediatrics. No 

general practitioner has received the same quality of training in childhood 

disorders that paediatricians have acquired during their 5 years training in 

general paediatrics, sometimes even followed by a 2 year paediatric sub-

specialty training. 

Nowadays, however, the ambulatory paediatric medicine in Germany and in 

other European countries is endangered because there is a lack of young 

paediatric trainees who could replace the older generation. The mean age of 

practicing primary care paediatricians in 2017 in Germany was round about 55. 

In 12 years from now, one half of them will have retired unless they agree to 

work until 70 years of age. Unfortunately  there are a number of reasons why the 

training in general paediatrics has become less attractive for young doctors 

leaving university. First of all, the salary of primary care paediatricians ranks at 

the lower end of all physicians and surgeons. Secondly, the changes that were 

made by the European Union concerning the maximum working hours per week 

and including night shifts aimed at improving the working conditions, however, 

due to an increase in bureaucratic workload the hospital residency programmes 

in several countries did not correspond with the expectations of young trainees. 

Moreover, they have increased the workload of senior paediatricians.1 

Furthermore most of young doctors are females who prefer to work as 

employees instead of becoming employers in a private practice, and most 

importantly they prefer to work part-time. This trend implicates a decrease of 

life time working years unless the total number of paediatricians increases.2,3 In 

addition many young doctors are afraid of the financial risks when running an 

own private practice. 
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I think that European countries need a combined extensive effort of health 

politicians and paediatric self-administrations to prevent a collapse of 

ambulatory paediatric care. This includes better postgraduate training conditions 

and more financial incentives for those already practicing colleagues to train 

young paediatricians in primary health care. 

 1 Machtey E, Ehrich J, Somekh E. Regulations of night shifts of pediatric residents: Review 
of responses to a European survey. J Pediatr 2018. Aug 16. pii: S0022-3476(18)30884-9. doi: 
10.1016/j.jpeds.2018.06.058 
2 Ehrich J, Pettoello-Mantovani M. Never ending stories: the loop in pediatrics. How many 
pediatricians need to be trained in European countries to keep the pediatric workforce stable? 
J Pediatr 2018;196:332-333.e3. doi: 10.1016/j.jpeds.2018.01.063 
3 Ehrich J, Fruth J, Jansen D Gerber-Grote A, Pettoello-Mantovani M.,The loop in pediatrics: 
How to calculate the risk of shortage and surplus of pediatric workforce? J Pediatr 2018; 
199:286-287.e2. doi: 10.1016/j.jpeds.2018.04.075 

 
 

 
Comment of the Editors  

Primary child health care services differ considerably in 53 European countries.1  

 

Firstly, the service models include different paediatric care models of solo 

practices of independent paediatricians with a fee-for-service basis offered by 

different health funds, or salaried paediatricians working alone or in a team of 

paediatricians who are financed by national health services. In addition, there 

are groups of paediatric generalists and subspecialists working together in 

comprehensive child health care service centres (polyclinics). All these types of 

paediatric service centres are coordinated by paediatricians who see their main 

role as the "gatekeepers for ambulatory child health care in the community". 

They are supported in their practices by nurses and less frequently by a 

multidisciplinary team of dieticians, ergo therapists, psychologists, speech 

therapists, midwives, etc. 

 

Secondly, there are mixed child health care models including both 

paediatricians and general practitioners, family physicians or internists (GPs) 
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who either work 1. in health care centres or 2. in independent large practices, or 

3. more seldom in outpatient clinics of hospitals concentrating on emergency 

care during and after normal working hours. In addition, all  these centres may 

have a third strong component of nurse practitioners taking care of preventive 

and community paediatrics. These centres are often coordinated by GPs or 

internists. 

 

Thirdly, the GP service models do not provide primary care paediatricians for 

ambulatory care which instead is offerd by GPs who may have had a limited 

postgraduate training period in paediatrics ranging from a few months to one 

year. Community care is provided in special centres of child health. Assuming 

that the GPs who are poorly trained in child health care will attend annual 

sessions of continuous medical education (CME) with 50 hours per year, it will 

be difficult to perrceive that these lectures, seminars or webinars will suffice to 

qualify a GP as a good expert in child health. By contrast, I assume that it will 

take a long phase of trial and error before a GP becomes an experienced doctor 

for children and adolescents, thus resulting in too many referrals of children into 

children's hospitals or to too late referrals resulting in unacceptable clinical 

complications. 

In summary, the child and its family must at all times be in the centre of all 

political discussions and not only in the interest of physicians,  nurses or 

any other medical care givers. I think, that the quality of child health care 

provided by well trained paediatricians must have priority and the questions like 

"who is the leader of an ambulatory care team" should not dominate the public 

and professional discussion on "how to adapt the existing child health care 

models to the changing needs in child health care." 
Ehrich JH, Tenore A, del Torso S, Pettoello-Mantovani M, Lenton S, Grossman Z. Diversity 
of Pediatric Workforce and Education in 2012 in Europe: A Need for Unifying Concepts or 
Accepting Enjoyable Differences? J Pediatr 2015;167:471-476 
 

https://www.ncbi.nlm.nih.gov/pubmed/25917766
https://www.ncbi.nlm.nih.gov/pubmed/25917766
https://www.ncbi.nlm.nih.gov/pubmed/25917766
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Ruben Diaz 

 

51. Improving collaborative work among tertiary paediatric care centres in 

Europe 

Ruben Diaz, MD, PhD, Deputy Sant Joan de Deu-Barcelona Children's 

Hospital, Barcelona, Spain 

Collaborative work among tertiary paediatric care centres should have a priority 

in child health care services. Across Europe, paediatricians and the health 

systems face similar challenges in improving and promoting child health.  These 

range from caring for increasingly complex chronic diseases, to integrating 

services and managing transitions to adulthood, to identify and measure child-

specific outcomes.  Unfortunately, the needs of children can sometimes be lost 

in competing for funds and programs for adults.  Ensuring children’s health 

needs require both now and in future a collaborative, pan-European approach, 

and I believe children’s hospitals have an important role to play in this process.  

To leverage experience and strengths of children’s hospitals to help create a 

unified voice representing these institutions and their patients, I have helped 

establish the European Children’s Hospitals Organisation (ECHO) in 2017. 

The mission of ECHO is to “advocate for children’s health and their access to 

the best quality care.”   In order to achieve its mission, ECHO is developing 

several interrelated work lines to support paediatric centres to improve their 
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quality and safety, promote collaborative research, innovation and to enrich their 

capacity for training and workforce development. We also strive to participate in 

forums that help to establish policy in paediatric care while advocating for the 

needs of children who require tertiary care. Underpinning all of these measures 

will be the development of a data analytics programme that will help support 

each of these lines. Another strength ECHO brings into focus is the shared need 

of members to benchmark against similar institutions and to network and 

exchange views for the best, sustainable and holistic practices in caring for some 

of the most complex patients in their respective countries.  In many European 

countries there are only a handful of highly specialised tertiary care children's 

hospitals aiming at comparing internationally their own standard of care with 

equivalent hospitals in foreign countriesd. Healthy international competition is 

important for improvement, however, there should be no intention to create a 

rank list of European paediatric centres. 

ECHO is a growing organisation currently made up of a few hospitals from 

across Europe and neighbouring countries. We aspire to be an inclusive 

organisation with participation of standalone children’s hospitals or large 

tertiary providers, offering significant paediatric services that run education, 

training and research programs.  Because ECHO membership is based on 

individual institutions, there is direct involvement of chief executive officers 

(CEOs), department managers, and clinicians.  "Hands on" involvement of these 

professionals will position ECHO to affect meaningful change on institutional 

level through collaborative work. ECHO is a young organisation, but I believe it 

has the potential to make a difference to all professionals working in children’s 

hospitals and to be the advocate for children they care for.   
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52. Understanding idiosyncrasies in the context of communicating and cooperating with 

children, as well  as learning across borders and providing cross border care 
Jochen Ehrich 

Individual types of behaviour and different national idiosyncrasies influencing  

1. the communication with people of different age groups, or 2. with foreign people (e.g. 

migrants) and 3.  the work of care givers in hospitals of foreign countries, international 

associations, companies or institutions are listed in this table: 

1. Communication: naive versus designing 
2. Communication: honest versus fraudulent 
3. Communication: benevolent versus cynical 
4. Communication: polite versus impolite 
5. Communication: creating objectivity versus atmosphere 
6. Communication: low context versus high context 
7. Assessment: clear statements versus hidden hints and criticism 
8. Evaluation: direct feedback versus indirect feedback  
9. Principles and priorities: theory versus practice oriented or principles versus 
pragmatism 
10. Persuading: principles first versus applications first 
11. Leadership style: hierarchic versus democratic/egalitarian 
12. Decision making: top down versus bottom up; consensual or command. 
13. Trusting: task based versus relationship based         
14. Dispute culture: confrontational versus conflict aversion 
15. Disagreeing: confrontational versus avoiding confrontation 
16. Punctuality: punctual versus flexible 
17. Scheduling: linear time versus flexible time: taking time commitments seriously 
(deadlines)  
18. Considering time less important than being committed to achieve an object 
19. Openness: restrained versus open 
20. Frankness: shy versus open 
21. Doing one thing at a time versus doing many things at the same time 
22. Adhering strictly to plans versus changing plans easily 
23. Being accustomed to short term relationships versus having a strong tendency to build 
 lifetime relationships 
24. Some people like to see the things to be right or wrong and the world being divided 
into good and evil. Other cultures see the things and the world in a more complex way. 
25. Some people want to create coercion in order to find rapid solutions for problems, 
other people prefer to seek for persuasion of all involved people. 
26.  Some people want to create immediate final solutions of a problem, others favour the 
strategy of solving problems step by step.  
27. Some people even emphasize process over immediate results. 
28. Some people prefer to have bilateral negotiations, other prefer to have multilateral 
 with all parties sitting around the table. 
29. Some people sophistically approach problems with subtlety, others use the direct way 
and a "hammer". 
30. Some people are tolerant to failures (error culture), others become impatient when 
solutions do not come quickly. 
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Lisz Hirn (Nikolai Friedrich, photographer) 

 

53. How can a child live with its illness? 

Lisz Hirn, Dr.phil., philosopher, Association for Applied Philosophy (gap) 

& University of Vienna., Vienna, Austria 

What does it actually mean „to be sick“? Most adults do not know a satisfactory 

answer to this question. They describe illness as a contrast to health, as a 

deviation from a medical norm, as a bad phase that must be overcome, and when 

it is successfully overcome, only then life goes on and can be fully enjoyed 

again. 

Of course, it's not like that. Life does not pause for the disease. The disease hits 

children and adolescents in the growth and developmental phase of their lives. 

Although the diagnosis is often not comprehensible for the child, it is confronted 

by different symptoms like pain, fever and rashes. Moreover it feels impaired by 

grief, fear, worry and uncertainty which are caused by symptoms and diagnoses. 

These primary feelings are often associated with periods of waiting, missing out 

school, loneliness and helplessness which lead to hope, fury, loss and denial to 
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name just a few. In the case of a serious illness or if coping strategies fail to 

function, these feelings may end up in repression or exacerbation.  

So, how to deal with the disease, how to learn to live with one's own illness? In 

the great majority of cases life does not end with illness, but shows itself in a 

variable, always frighteningly direct quality. It shows itself as so-called 

„borderline situation" (Grenzsituation). Karl Jaspers describes situations such 

as serious illnesses as situations in which man finally, inevitably and 

unmanageably reaches the limits of his being. In this frightening "being in a 

situation", the patients realize their existence in its immediacy and directness 

without the option of an escape. “In borderline situations, either nothingness 

appears, or what is actually palpable, despite and above all disappearing 

worldliness." I was touched by this statement that shows Jaspers not only as 

philosopher and psychiatrist, but above all as someone who himself had 

survived and lived with a life-threatening illness since his childhood. 

But how can this "essence" be felt? Can the beginning of this situational 

"worldliness" be initiated by a joint effort of patients and their doctors? I'm 

convinced it can't and both shouldn’t try to work on this attitude or ethos. If the 

physicians gave up all distance to their patients, it would become more difficult 

for them to concentrate on the medical care. The medical dependency of the 

patients on adequate professional help could easily become an emotional 

dependency. It would be an additional burden for doctors.  

Clinical philosophers can lead the children to the question of whether and how 

a normal or even a „good“ life is compatible with their disease. This is a 

question that most adults would consider to be absurd. On the one hand, 

addressing the borderline situation means facing and dealing with one's own 

feelings and translating these feelings into words and sentences as well as 

understanding and capturing their meaning in clear terms. On the other hand, 

"taming the demon of the illness"* in understandable terms is a huge 

challenge. It is scary to speak of something that is difficult to control and to 
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share it with other people. This is exactly when clinical philosophers should 

become involved. They prepare the child for finding their own ways of 

explaining the disease, their own view of the current living conditions. Children 

always aim at reaching normalcy and they want to become quickly again like 

their peers.   

Young patients with a serious disease and a poor prognosis often reach a stage 

of speechlessness and silence at the end of their lives in order to protect the 

members of their family and their care givers from suffering. Thus, the young 

patients and their clinical philosophers may sit together remaining both silent. 

However, tolerating silence can become the basis for not losing sight of the fact 

that the conscious confrontation with the child´s borderline situation is 

conducive to its „quality of life“, or what most philosophers would rather call, 

its  „good life“. 
* see Joanna Twardak, Tame the demon of illness 

Jaspers, K. Philosophy of Existence. University of Pennsylvania Press, 1971 
 
 
 
 54. Precious moments in life 
Anonymous 

When my son was born, I was 21 years of age with a bright future. Four years 

later, my son suddenly developed non-specific symptoms which did initially not 

match with any known disease in the early 1980ies. It was coincidental that my 

son was examined by a young paediatric registrar in a university children's 

hospital who had seen a few similar patients with the full clinical picture of this 

very rare chronic illness. Unfortunately there was no causal treatment available 

at that time and the therapy was only symptomatic. Nobody could tell if or how 

much the illness would affect our mutual lives. The research revealed that there 

were two clinical forms of the disease, a  mild and a severe one. From then on, 

we regularly went for clinical and laboratory examinations, led and observed by 

the doctor who had made the diagnosis. 
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This phase of uncertainty took years. I found the consultations in the outpatient 

clinic increasingly beneficial, because we developed a relationship of trust with 

the doctor based on shared empathy, solidarity and helplessness. We felt well 

informed, personally addressed, not left alone with all the questions that 

emerged from the illness and accompanied in our lives.  

Today, more than 35 years later since my son's disease was diagnosed, we 

realize that we had seen a multitude of physicians, surgeons, nurses, 

psychologists, social workers, physiotherapists, career advisers and priests. 

There were very few people in these different institutions who we felt really safe 

with, secure and accepted. However, I remember a doctor who shed tears with 

us in an acute crisis and who was just as happy as we were when my son had 

overcome the crisis. There was once more a social worker who encountered 

displeasure with her male superior because she stood up for my son's cause until 

she finally succeeded. There was a physician, with whom my son sought and 

found after a longer period of time the good balance between medically 

necessary interventions and maintaining the quality of life and autonomy. This 

physician supported the concept of participation with patients during decision 

making with great benevolence; unfortunately he moved to another hospital. We 

met subspecialists who found incredibly creative new ways to improve visual, 

motor and mental disabilities. Furthermore, there were doctors and nurses in a 

ward, who organized and helped that my son could attend a long-awaited 

concert despite hospitalisation and severe problems. 

All these people have dedicated and compassionately provided all their expertise 

and competence to this day, viewing us as humans, understanding us and 

touching us and allowing of being touched. We all share experiences and we 

learn from each other for life. 

But one of the most important people in our lives is the doctor, who not only 

made the correct diagnosis, and whom my son and I not only met again and 
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again for many years of intensive paediatric care but still see him occasionally 

after 35 years.  

I think that compassionate companionship can continue for ever if built on 

human togetherness. My most precious moments in life are related to those 

encounters with outstanding people, including my brave and beloved son, and 

the inner force that evokes lasting memories of those encounters. 

 

 

 

 

 

 

  
Close friends 
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55. Bitterness of children and adolescents  
Jochen Ehrich 

 
Violation of fair play leads to indignation and impulsive rebellion,  

followed by active countermeasures or passive acquiescence and resignation.  
Repeated violation of fair play without the possibility of corrective intervention  

fills the  injured person with bitterness  
having long-term effects in forms of emotional backlog, disability  

and the risk of inadequate overreaction on minimal occasions in violation  
of their own sense of justice. 

 
Violations of fair play rules include thoughtless errors or omissions  

to deliberate insults and harm. 
 

Violation of fair play is an inevitable part of interpersonal communication  
and thus a common occurrence  

whose social, negative sanctioning is low for various reasons. 
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In times of lack of awareness and respect of the rights of thought and action  
of children and adolescents  

and in moments of actual or perceived social crises  
(pseudo-crises in affluent countries and war in conflict zones),  

the population divides into two groups: 
1. those of the egoists, drainers, claimants, cheaters and corrupts 

and  
2. those of the responsible, polite, de-escalating, chivalrous, considerate and 

decent people. 
Between these two groups stands the undecided, hesitant stunned and reserved 

part of the population. 
 

These groups show an age and gender dependency  
and a strong dependence on their socialization. 

 
 

The general frequency of violation of fair play gives it a degree of normality,  
and this serves as the sole explanation and justification  

for many stupid individuals and groupings,  
as well as those intelligent people who use their intelligence  

primarily for the subsequent justification of their inappropriate behaviour. 
 
 

Children and especially adolescents, 
 both girls and boys, 

have a strong sense of justice, 
in their family, at school and in society. 

Their tolerance for violation of their sense of justice is low 
and gives them a strong emotionality. 

This also includes the development of long lasting bitterness  
if they can not change things. 
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56. Tame the demon of illness 

Joanna Twardak, editor,  Content Solutions Company, Wroclaw, Poland 

 

Rebellion against disease is not a fight with the illness; it is a struggle with 

yourself. We transplanted patients are rebels against our body which makes us 

feel weak and compromised. This rebellion harms us. 

Being unable to get rid off unavoidable limitations during every day life we fall 

into frustration and depression. It becomes a demon encircling us. Awareness 

and acceptation -  not blind rebellion - allows taming the demon. 

Easy to say, hard to do. I have been ill since I was born. When I was 17 years 

old, I underwent kidney transplantation. I know how difficult it is to learn to 

survive, knowing that I will never be completely healthy. I learned what lost 

dreams and struggle for life meant to my strategy of surviving. Today, I also 

know that thanks to the support of my relatives and the help of physicians and 

surgeons, transplanted patients can learn to live normally with the disease. 

However, their life is different from what most healthy people imagine it would 

be. 

The worst part of our post-transplant life is fear, anxiety and panic. Every day 

we face the invisible enemy (graft rejection) from which we can not hide, and 

which destroys us from inside. To fight these feelings means that we have to 

understand the complexity of our situation. Therefore, truth cannot be hidden 

from children. Paediatricians have to explain to the young patients what is 

happening in their bodies. Even young kids of four or five years of age can 

acquire medical  knowledge if explained adequately. 

My mother who is a physician guided me through my ailment. She always told 

me the truth, even the hard one. She explained to me the mechanisms of disease 

and she informed me about risks. I never heard her say: „It’s not gonna hurt.” I 

learned to accept and love my own body and how to cope with pain. This 

elementary knowledge still helps me to understand my body’s limitations and to 
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feel the danger of threatening changes at an early stage of their appearance. 

Thanks to the awareness and love of closest family members and friends it is 

easier to accept imperfections and to defeat crises. However, these are 

complicated and painful processes in a world where perfection and beauty seem 

to mean everything. I have not found  simple solutions for coping with these 

challenges. I have to work continuously on it. However, by accepting my body 

as it is, I became more confident in myself and in my decisions I made. Giving 

birth to my healthy daughter was a landmark during my rehabilitation and it 

made me stronger and gave a positive signal to my environment which 

facilitated my integration in society. 

Overcoming fear and accepting the own body allows to fight against the disease, 

while the closest friends and relatives prepare and support us for leading an 

independent life. Wishing to protect sick children is an adequate strategy, by 

contrast locking them up in "bubbles of protectiveness", would mean that they 

will only learn helplessness, isolation in hospitals and at home. This could lead 

to a collapse of resilience because  children would be deprived of their natural 

weapon - the joy of life. All care givers have to empower children to gain 

independence. Parents and physicians have to show that coping mechanisms 

depend on the individual patients' decision on whether the disease will become 

their prison or only a barrier to be overcome in achieving goals. 

Since my early age, my family and friends showed me that I could live 

normally. Nobody ever said to me: "Do not do it because you're sick!" As soon 

as I had regained my strength after transplantation, I attended regular school. 

During the holidays, I cycled, played hide and seek and swum in the lake with 

other children. Notably, my grandfather would not let the disease be an excuse 

for me if the hurdles seem to be higher for me than for healthy children. He put 

great emphasis on learning and vocational training because he thought that the 

mind must be active in a weak body. 
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It was not always easy, and I myself and some family members experienced 

phases of   depression and despair. I know that I will not eliminate the disease, 

yet thanks to the limitation of my fear, the acceptance of my body and my gain 

of independence, I have tamed my demon. I have learned to overcome barriers 

and to break open the boundaries of disease. I graduated in biology and history 

of art. I have a beautiful daughter and a beloved husband. I travel, visit and 

make my dreams come true. Although my body is often tired, I know that I must 

not give up. I know that I am not the only one. Such a fight is carried out every 

day by many transplanted young and adult patients.  

 

 

 

 
Joanna Twardak with husband Bartek and daughter Maja
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57. Mental injuries affecting the life of our children 
Jochen Ehrich 

 
Mental injuries like  

loss of people, animals, objects, money, illusions, trust in people and the future 
lead to disappointments  

and  
cause feelings of grief, hurt, despair, loss of life and lack of choice, 

which can be influenced positively from the outside 
through compassion and consolation 

by other people,animals, music and nature experiences 
and have to be dealt with from the inside by humility, contemplation and reflection. 

 
Desolation denotes an environment of lack of sensuality, 

i.e. the lack of charisma of people, nature, architecture, etc. 
 

Looking for comfort is an appellative process in the sense of a call for help. 
 

To give consolation to affected children is a charitable process of  
listening (long-suffering), 

close mediation (gentleness), 
and giving (generosity). 

Being inconsolable is a state of despair and self-abandonment of children. 
 

Comforting is the knowledge that there is a person whom I am not indifferent to, 
comforting is the sense of security that becomes palpable  

at the time of his / her appearance, 
the familiarity with him / her, 

if I can address and touch him / her  
(Wilhelm Schmid). 

 
 

Nothing is more important than being against everything negative,  
against illness, threat, indifference and fear. 

We all are experiencing difficult times in our lives  
with their elements of asceticism and industriousness. 

 
The aspect "little is more", 

the concept "progress through renunciation", 
and a "reflection on the essentials and priorities" 
have a tremendous power of spiritual enrichment. 
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Richard Grenda: Paediatricians ask themselves: "Who am I? And how many?" 

 

58. Having to accept the denial of renal transplantation for disabled 

children is mentally more traumatic for parents than to withstand the most 

difficult long term therapeutic interventions 

Ryszard Grenda, Professor, Department of Nephrology, Kidney 

Transplantation and Hypertension, The Children’s Memorial Health 

Institute, Warsaw, Poland 

I think that it is more traumatic for parents of severely ill children if long term 

treatment is denied by paediatricians than to withstand  the most difficult and 

invasive therapy. 

Chronic kidney disease (CKD) leading to end stage renal failure is a demanding 

therapeutic challenge in small children, particularly in infants. Today, renal 

replacement therapy including transplantation has become a routine therapy. 

However, the majority of infants with CKD is suffering from congenital, genetic 

defects affecting both kidneys and the urinary tract (CAKUT). Other infants 

develop CKD as a long-term consequence of perinatal asphyxia or multi-organ 

failure related to severe prematurity and very low birth weight. In summary, 
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CKD is often part of complex morbidities of other organs such as the brain, 

some of which may heal, while others cannot be cured.  

Therefore, paediatric nephrologists and transplant physicians are more and more 

often faced with the parental demand to transplant a very small child with severe 

extra-renal co-morbidities, including severe neurological and psychosocial 

disabilities. The health beliefs of these parents demanding renal replacement 

therapy for their child are often based on unrealistic hopes concerning the future 

general development of their child. Family friendly consultations by the 

transplant team will explain prognosis, patient survival and future of 

mental/psychosocial functioning, however,  these explanations may not change 

the parents unrealistic hopes.  

I think that establishing the network of  multi-disciplinary ethical/expert 

committees - gathering experienced specialists in the field and covering 

transplantation, nephrology, ethics and psychological issues of the problem - 

should have priority in child health care services. Apparently the quality of 

healthcare and social systems vary between European countries depending on 

the national wealth and the budget of the health care systems. However, there is 

a substantial impact of professional experience on the process of taking difficult 

individual decisions, such as to support or to deny qualification of the extremely 

severe case to organ transplantation. Therefore, the multi-disciplinary platform 

for exchanging experience, knowledge and feelings, will be able to avoid in 

cases of conflicts between the medical staff and the patient’s family that the 

dilemma will be transferred to public mass-media and to  politicians. Usually 

these controversial discussions in public are not  helpful for the affected 

families. Modern medicine and high technology have decreased mortality rates 

of children, however, the decision making processes have not become easier. I 

think that multidisciplinary networks and empowerment of the families will help 

families and paediatricians in making their difficult decisions together. 

 



 214 

Comments by the editor 

 

The worries of individual persons and their relationship to feelings and values 

are variable. Giving priority to the micro-environment (subjective view e.g. 

families) means that micro-worry dominates over macro-worry (systemic view 

e.g. societal aspects), thus resulting in a high-micro and low macro worry. By 

contrast the priority of paediatricians is associated with higher macro worry and 

lower micro worry. 

Believing means that a person (e.g. a patient or parents of a sick child) wants to 

rely on an observation or information without having fully understood the 

complexity of the news or a diagnosis. In this context, hope is a forward-

looking, positive human feeling to facilitate crisis management. This nonspecific 

and rather diffuse feeling of human nature can either rationally or irrationally be 

based on its origin, such as own experiences and the experiences of other 

persons like paediatricians. Positive rational arguments strengthen hope, 

negative facts weaken hope.  

In relation to the above article of Professor Grenda, my question is: What degree 

of rational information is indicated for parents with an infant requiring renal 

replacement therapy? How many different members of the transplant team (each 

of them having their own view on the situation) should sit and talk to the 

parents? Does a meaningful participation of parents require a strong 

objectification, truthful enlightenment and sharing of responsibility, or is refusal 

of participation in decision making of individual cases helpful, and is delegation 

of parental responsibility to the transplant team an alternative? Can 

objectification slow down the ability to hope? 

Can "hope" be a conscious survival strategy and/or is it merely an expression or 

consequence of the survival instinct? What degree of illusionary 

misunderstanding can be helpful and salutogenic? 
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How far does religion support the ability to hope? The Christian theological 

virtues are faith, hope and love. All these three values complement each other. 

What role does the feeling of hope play in the convalescence of children? My 

spontaneous answer is: "Experience shows that hope, trust, comfort and belief 

play a big role in coping with diseases. More importantly, however, is the 

recognition of the question as to how far the parents and the affected children 

are able to translate these four factors from theory into practice". 
Ehrich JH, Wolff G. Renal transplantation in children with Down syndrome. Pediatr 
Transplant. 1998;2:182-184  
Ehrich JH. What is known about renal replacement therapy in a child with Down's syndrome? 
Pediatr Nephrol. 1993;7:248 
 

 

59. A busy Friday afternoon duty with lots of surprises 

Velibor Tasic MD, Professor of paediatric nephrology, University 

Children's Hospital, Medical School, Skopje, Macedonia 

It was still very cold at the end of February in Macedonia. I was on the 

afternoon duty. My University Children’s Hospital in Skopje is the only tertiary 

care hospital in Macedonia with a total population of around 2 million people. 

Most severely ill children are admitted to us. On that afternoon a 9 year old 

Roma girl was admitted to our department of paediatrics.  She was pale, could 

hardly breathe and had severe oedema and severely elevated blood pressure. She 

was an emergency case. She came directly from the streets where she worked as 

a beggar being supervised by her mother. The immediately taken blood 

examination showed severe anaemia (Hb 48 g/l). Her urine revealed  

microscopic haematuria but her renal function was normal.  She and her clothes 

were very dirty. She wore  a cap on her head, beneath it was scabies and 

bacterial infection. I immediately thought: "What a lousy Friday afternoon duty 

you are faced with. I will provide a blood transfusion for the girl to stabilize her 

vital functions. It looks as if the girl is suffering from an acute nephritic 

syndrome. But how to organize biopsy/plasmapheresis/cyclophosphamide or 

https://www.ncbi.nlm.nih.gov/pubmed/10084739
https://www.ncbi.nlm.nih.gov/pubmed/8518090
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other invasive diagnostics and therapies on a weekend to come. I took the girl to 

the chest X ray which was so bad, that practically there was no functioning lung 

tissue left for oxygenation because of fluid overload. I discussed the case with 

the paediatric haematologist and pulmonologist. What was the differential 

diagnosis? Idiopathic pulmonary haemosoderosis, but how to explain renal 

affection?  Wegener’s granulomatosis? Goodpasture syndrome? These are all 

very rare diseases in children. I became nervous. There was a shortage of staff 

over the weekend in the Children’s Hospital. There was I, the senior consultant, 

a young doctor and one nurse. I looked at my young colleague and the nurse. 

Both did not have any experience which would have been necessary to support 

me substantially. In fact, many nurses had left our hospital and found jobs in 

Germany. Others had retired, or were ill and exhausted because of many years 

of hard work, thus being excluded from night and weekend duties The young 

nurse looked frightened and I decided to ask for an experienced nurse from the 

neonatology department to help her. 

My panic increased when the courier at the emergency department phoned me 

telling that two sisters of my patient had just been admitted to the adult 

department of nephrology. The two sisters were immediately taken to my 

department. Both were pale, oedematous and in  a very poor hygienic condition. 

Suddenly it struck me.  How stupid I was. All three had post streptococcal 

glomerulonephritis (PSSGN) caused by the same nephritogenic bacterial strain 

superimposed by scabies.. Although being an experienced senior nephrologist I 

had not thought of this diagnosis because PSSGN had become so rare.  My 

diagnosis was correct.   Indeed, low C3-complement and high AST-titre spoke 

in favour of PSSGN.  

My small team could not manage the situation although the nurse from the 

neighbouring department helped as much as she could. My first patient 

stabilized with oxygen supply and all stabilized after transfusion of packed red 
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blood cells. How to perform the clinical surveillance over the weekend? We 

were simply too few people?  

Suddenly I was hit by an idea! I remembered a Roma student, named Hatije*,  at 

the School for Nurses. Initially, she had shown poor knowledge and, therefore, 

could not pass the examinations. Fortunately,  there was a non-governmental 

Roma organization helping gypsy students to finalize their professional 

education. In fact, this organization engaged me to give  her 50 lessons. I 

worked with her with by showing her many clinical cases in paediatrics. She 

rapidly learned a lot and finally passed the exam with high marks. Coincidently 

she had come to my office only one week ago asking my advice on how to 

become a member of the cardio-surgical team. Why not calling Hatije to come 

to my department and to help my nurse. As Hatije was a Roma herself, the 

mother and her three daughters will listen and adhere to her advices and 

instructions. I phoned Hatije who felt so sorry about my dilemma and firmly 

promised to help me.  

After an hour I got notification from Facebook on my smart phone. What a 

surprise, Hatije had created a Facebook group entitled “ Three poor Roma girls 

on the department”. The news about the three girls spread immediately trough 

the entire Roma community  of “Shutka”. The Facebook group grew from 

minute to minute. Other Roma students, nurses and volunteers were ready to 

help. They collected money, clothes and cosmetics. The volunteers came to my 

department and brought hygiene products. They washed the girls, managed to 

clean their wounds on their scalps. They were so devoted to help these three 

girls and their mother. They changed the clothes and three poor Roma girls were 

now looking  like small princesses. Hatije’s Facebook action had also triggered 

people from the municipality to help cleaning the unhygienic home of the 

family. They provided water, electricity and food. During the 10 days of  

hospital admission, many people from the Roma community came to my 
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department and brought gifts for the three girls and their mother. The clinical 

recovery of my patients was excellent. 

I know that many people are sceptical about Facebook. Many people may have 

lost their jobs after posting their photos on Facebook. However, I have positive 

personal experiences on how Facebook can become powerful. When organizing 

conferences and symposia I usually send out e-mails to my colleagues. 

Unfortunately the attendance used to be rather poor. By contrast, when posting 

information about similar events on Facebook the positive effect was enormous. 

My former student Hatije had obviously realized the power of Facebook and 

used it for a humanitarian action. I thank Hatije for her support and action and 

wish her a successful career. 
*The name was changed according to the EU rules and regulations on privacy protection. 

 

Comment by the editors 

This emotionally moving portrayal of an unusual paediatric working day has 

three different dimensions, a social, medial and a medical.  

1. Most importantly the story reflects social responsibility of the Roma society. I 

remember that none of my Roma patients were left alone when being admitted 

to my children's hospital. The intensity of protection seemed to be paradox with 

regard to their neglected outfit and hygiene when coming to our out-patient 

clinic. However, when talking to Roma and Sinti I had learned to understand 

their motivation of not leaving their family members alone when being admitted 

in hospital. I also learned to accept that they often came to me - before taking 

their child home on the day of discharge - and offered me to buy an overpriced  

carpet. 

2. My second comment refers to the chances of using the internet media during 

child health care. The speed of communication is enormous as can be seen in the 

article by Velibor Tasic. This is why I like to call WIKIPAEDIATRICS. 

The future of paediatrics depends among other factors on the widely used E-

health technologies made use by all paediatricians. For example, online research 
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facilitates the participation of those primary and secondary care paediatricians 

who had previously been excluded from research projects. Online surveys can 

expand from surveillance to "ambulatory/hospital" research networks with a 

win-win balance between reported data by general paediatricians and feedback 

recommendations by subspecialty experts. Evidence based public health 

research and child health policy and systems research have a chance to grow 

after building networks between clinicians and public health researchers. In 

summary, digitalized medicine must be strengthened in order to reduce 

fragmentation of child health research and care. Furthermore, online research on 

large data bases has a chance to help solving complex challenges of child health 

by systems thinking. 

3. The third comment refers to the wave-like epidemiology of several infections 

diseases. 

Richard Bright first reported in 1836 on the association of scarlet fever with 

glomerulonephritis. Schick showed in 1907 that there is an asymptomatic 

interval between 12 days to 7 weeks between the tonsillitis and onset of kidney 

involvement. The causal relationship between streptococcal infection and acute 

PSSGN was first established in 1953. Later, it could be proven that only a few 

group of beta-hemolytic streptococcal strains were nephritogenic. In temperate 

countries, PSSGN usually follows tonsillopharyngitis after infection, in tropical 

and subtropical countries, it occurs more often after impetigo or as a result of 

secondary skin infections by scabies. 

While in industrialized countries PSSGN is mostly rare and sporadic, endemic 

and epidemic outbreaks are known in warm countries. The socioeconomic status 

has an influence on the incidence of the PSGN, as well as a seasonal 

accumulation in spring and autumn. Increased occurrence of PSGN in siblings 

has been reported. However, it is questionable whether there is a causal genetic 

relationship or wether the increased occurrence is due to close coexistence. 

Since mild or subclinical processes are five times more common than clinically 
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symptomatic ones, the incidence of the disease can not be accurately 

determined. PSSGN has become rarer in Europe and the United States in the last 

30 years and showed a wave-shaped course of the frequency. 

The pathomechanism of the PSGN is still unclear, the only consensus is that 

infection-induced immune processes occur on a humoral and cellular level. 

Recurrent disease is very rare, as immunity to streptococcal M protein is type-

specific, long-lasting, and protective. Poststreptococcal glomerulonephritis has 

different clinical courses, resulting in more than 85% restitutio ad integrum. In 

Europe and the US, the prognosis of childhood PSGN is, therefore, considered 

to be favorable. In tropical countries, PSSGN is more prevalent and can lead to 

death due to lack of diagnostic and therapeutic options for acute renal 

insufficiency, cerebral, pulmonary and cardiovascular complications.  

 

 

60. Growth in children with chronic kidney disease 

Dieter Haffner, Professor of paediatrics, Department of Pediatric Kidney, 

Liver and Metabolic Diseases, Children’s Hospital, Hannover Medical 

School, Hannover, Germany 

I believe that - from the adolescents' point of view  - maintaining normal growth 

is one of the most challenging problems in the management of all long term 

conditions such as chronic kidney disease (CKD) in childhood. Approximately 

50% of children requiring renal replacement therapy by dialysis or renal 

transplantation during childhood or adolescence have a final height below the 

normal range, and the adult height in girls may be less than 140cm and in boys 

less than 150cm. Growth failure has a tremendous long term impact on the 

quality of live in these patients. Indeed, about two thirds of young adults with 

childhood-onset end stage CKD reported to be dissatisfied with their body 

height compared to 4% of age-matched healthy controls. In addition, a positive 

perception of quality of life was significantly correlated to satisfaction with 
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adult height. However, this importance of body height applies also to the 

healthy population, e.g. taller candidates during the US presidential elections 

were more often elected than smaller ones, and the mean body height of top 

managers in big companies ranks above the mean height of the normal 

population.  The level of education, paid work, marital life and independent 

housing significantly correlated with the final height in young adults requiring 

renal replacement therapy during childhood . This may be due to the fact that 

short stature is an indication of medical events that may interfere with both 

growth and social development and/or schooling. In addition, reduced final 

height must be regarded as primary social handicap per se.  

I strongly believe that all these factors contribute to the impaired quality of life 

in patients with chronic diseases. In addition, there is increasing evidence that 

short stature not only hampers the psychosocial integration of pediatric CKD 

patients, but is also a strong marker for increased mortality due to 

cardiovascular or infection-related causes.  

The two most important influences are the severity of CKD and young age at 

onset.1 Indeed, children with CKD due to congenital renal abnormalities have 

the worst growth outcome. In addition, other factors including malnutrition, 

hormonal abnormalities, metabolic derangements such as acidosis, electrolyte 

imbalance and mineral and bone disorders are known to inhibit growth in 

children with CKD. These factors can be at least partly corrected by adequate 

measures including increased nutrition, and treatment with recombinant human 

growth hormone. However, despite these measures many children on dialysis 

treatment show persistent growth failure. Therefore, early renal transplantation 

with minimum exposure to growth inhibiting glucocorticoids is mandatory for 

optimal growth outcome in children requiring renal replacement therapy. 

Furthermore, early diagnosis and referral to a specialized pediatric nephrology 

center is mandatory. If patients are regularly seen by a team including pediatric 

nephrologists, dieticians, psychologists and social worker the advancements in 
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the medical and technical management of CKD and renal replacement therapy 

can improve the height prognosis as was shown in the last two decades for 

example in Germany. The overall mean height in children on renal replacement 

therapy has increased over the past 20 years by more than one standard 

deviations.1 However, this trend seems to be absent in some other countries, 

which is at least partly due to the infrequent use of recombinant human growth 

hormone or due to economic reasons.  

In summary, the mean 20 year survival of young patients with end stage of 

chronic kidney disease  has reached 95% which means that the great majority of 

young patients  will have a life expectancy above 60 years. I think that apart 

from renal transplantation the treatment of comorbidities such as growth failure 

should have priority in renal care. 
Franke D, Winkel S, Gellermann J, Querfeld U, Pape L, Ehrich JH, Haffner D, Pavičić L, 
Zivičnjak M. Growth and maturation improvement in children on renal replacement therapy 
over the past 20 years. Pediatr Nephrol. 2013;28:2043-2051 
 
 

 
Dieter Haffner 
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61. The role of paediatric nephrologists in obstetric care for high risk 

pregnancies with congenital renal abnormalities of the foetus 

Lars Pape, MD, Professor, Department of Paediatric Nephrology, 

Hannover Medical School, Hannover, Germany 

 

Congenital kidney diseases with oligo- or anhydramnion during pregnancy often 

lead to terminal renal failure at birth as they are partly associated with severe 

pulmonary problems due to associated lung hypoplasia. For parents-to-be, 

awaiting the birth of their child and looking forward to the future, the period 

after birth can then turn from what should be a happy time into a nightmare. If 

oxygenation of the newborn is possible, and if their child, therefore, survives the 

first hours after delivery, parents are often confronted with the question of 

whether they agree or disagree with the initiation of dialysis therapy within the 

following days. This is most often performed as peritoneal dialysis, a therapy 

that usually requires transfer to a specialised paediatric nephrology centre, is 

associated with a risk of treatment failure. The families then experience a 

challenging time with a severely ill child needing tube feeding and peritoneal 

dialysis. The first weeks of life can successfully be managed in approximately 

80% of such children. Thereafter, there is a high chance of good, long-term 

survival after early kidney transplantation.1 

However, the difficult questions arise much earlier. When the obstetrician raises 

a suspicion of severe abnormalities in the renal tract for the first time during 

pregnancy, families are often psychologically overwhelmed by the change of the 

nature of pregnancy, switching from happy expectation to extreme distress and a 

feeling of impending disaster. The obstetrician might or might not consult a 

specialised centre with experience in prenatal kidney diseases. The demanding 

questions about postnatal care, amniocentesis, genetic diagnosis and a possible 

termination of pregnancy are subjects that parents-to-be will have to consider at 

this point in time. These questions force families to face extreme and ethically 
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difficult decisions. Here, counselling by paediatric nephrologists who are 

experienced in renal replacement therapy and a neonatologist must be offered. 

Because of the broad spectrum of prognoses and therapeutic interventions (e.g., 

ventilation, different dialysis modalities, and transplantation), interdisciplinary 

counselling is extremely important. In severe cases, this will require repeated 

consultations with several specialists and psychosocial support. High parental 

anxiety is often encountered even in less severely affected foetuses because of 

the difficulties in pinpointing the prognosis after first examination and common 

misconceptions about dialysis. Therefore, even families facing unilateral renal 

disease that do not lead to terminal renal failure often find paediatric renal 

counselling helpful. Contact with patient organizations, which exist for 

congenital renal diseases, should be offered.2 It is also very helpful to contact 

those families who live with a child on dialysis since infancy, so that parents-to-

be can learn about coping strategies directly from affected families. 

Nondirective counselling should be provided, aiming at giving a realistic 

prognosis of outcome and guiding the decision about a possible termination of 

pregnancy. When termination of pregnancy is offered by the obstetricians and 

rejected by the parents, postnatal palliative care should always be suggested as 

an equivalent option to abortion. 

Early and repeated counselling with a paediatric nephrologists in the case of 

anticipated severe renal disease in foetuses can help the parents-to-be to develop 

participation in informed decision-making about continuing pregnancy and 

initiating renal replacement therapy after birth. Any future medical and 

psychological problems that the child might have to experience later in life, and 

the solution strategies to overcome these, can be anticipated. Early counselling 

during pregnancy will give the families more time to learn how to cope with the 

difficult postnatal situation and to accept the fate of having a child with severe 

urogenital disease. 
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Lars Pape and family 

 
1. Wedekin M, Ehrich JH, Offner G, Pape L. Renal replacement therapy in infants with 
chronic renal failure in the first year of life. Clin J Am Soc Nephrol 2010;5:18-23 
2. Gimpel C, Avni FE, Bergmann C, Cetiner M, Habbig S, Haffner D, König J, Konrad M, 
Liebau MC, Pape L, Rellensmann G, Titieni A, von Kaisenberg C, Weber S, Winyard PJD, 
Schaefer F. Perinatal Diagnosis, Management, and Follow-up of Cystic Renal Diseases: A 
Clinical Practice Recommendation With Systematic Literature Reviews. JAMA Pediatr 2018; 
172:74-86 
 

 

62. Successful pregnancies in women on renal replacement therapy 

Jochen Ehrich 

During pregnancy of healthy women, kidney function remains unchanged during 

the first trimester, increases during the second and decreases during the third 

trimester. Pregnancies of mothers with chronic kidney diseases (CKD) are 

negatively influenced by a decrease in glomerular filtration rate (GFR) and 

tubular dysfunction. Because of the severely reduced GFR in CKD stages IV 

and V, the fertility rate of women decreases, the risk of abortions increases, the 

rate of prematurity of the newborns increases and the progression of maternal 

kidney failure accelerates.  

Successful pregnancy in a woman on renal replacement therapy is an impressive 

demonstration of physiological well-being and emotional rehabilitation. This has 

been reported on more than a thousand occasions in women with functioning 

transplants, but far less frequently in those on haemodialysis and peritoneal 
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dialysis. Successful pregnancies in transplanted women are probably the best 

indicators of their good rehabilitation. Therefore, I think that the wish of a 

transplanted woman to deliver a healthy baby should have priority in renal care. 

Interestingly, many adult nephrologists and obstetricians had discouraged their 

female patients to become pregnant until the 1990ies in central European 

countries like Germany whereas the birth rates of British women living with a 

transplant was manifold higher. This cultural influence on a medical decision 

changed after the positive results on successful single or repeated pregnancies of 

more than 1000 transplanted mothers had been published by the Registry of the 

European Dialysis and Transplant Association (EDTA).1,2,3 

The number of successful pregnancies increased steadily and in parallel to the 

increased number of females of childbearing age with a functioning renal 

transplant. The majority of mothers delivered at age 24-32 years. For 

transplanted mothers delivery occurred most commonly during the 3rd and 4th 

year after successful transplantation. In approximately 85% of cases the duration 

of pregnancy was shorter than the lower 10th percentile of normal. Birth weight 

was reduced in accordance with gestational age. Newborn mortality was 1.8%.

  

Of the 102 mothers with two successful pregnancies, two-thirds had a serum 

creatinine below 121 µmol/l after the first or after the second pregnancy. None 

of the mothers died after delivery of the second or third baby. Mean gestational 

age was 36 weeks during first and second pregnancy. Mean birth weight of the 

first child was 2490g and 2587g of the second child (NS). Mild congenital 

abnormalities were found in less than 5% of newborns which is in the range of 

the normal population. I conclude that repeated pregnancies do not adversely 

affect transplant function and/or foetal development provided that graft function 

was well preserved at the time of conception. 
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Therefore, pregnancies of mothers with underlying kidney disease must be 

carefully planned by the family and supervised by obstetricians, as well as adult 

and paediatric nephrologists. 
1. Rizzoni G, Ehrich JH, Broyer M, Brunner FP, Brynger H, Fassbinder W, Geerlings W, 
Selwood NH, Tufveson G, Wing AJ. Successful pregnancies in women on renal replacement 
therapy: report from the EDTA Registry. Nephrol Dial Transplant 1992;7:279-287 
2. Ehrich JH1, Loirat C, Davison JM, Rizzoni G, Wittkop B, Selwood NH, Mallick NP. 
Repeated successful pregnancies after kidney transplantation in 102 women. Nephrol Dial 
Transplant 1996 ;11:1314-317 
3. Wing AJ, Ehrich JHH. Pregnancies in Women on Renal Replacement Therapy. In: Jacobs 
C, Kjellstrand CM, Koch KM, Winchester JF. Replacement of Renal Function by Dialysis. 
Springer New York, 1996, pp 911-923 
 

 

 

Three Ehrichs discovering the New World (William Brayne, photographer) 

 

63. Does the present generation of adults have a convincing concept in 

preparing European children with long term kidney diseases for future life? 

Jochen H. H. Ehrich 

This article focuses on the life of vulnerable healthy children and adolescents 

with chronic kidney diseases. It also discusses the role of paediatric 

nephrologists and other stakeholders in today's complex social and health 

systems in eliminating pathogenic factors and in establishing salutogenic 

activities in the life of young people from early childhood into adult life.. 

Paediatric nephrologists believe in the future because they can offer renal 

replacement therapies ranging from bridging technologies of peritoneal and 
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haemodialysis to long lasting renal transplantation. Their work is reflecting 

values and virtues of organ replacement, growth, development, caring and 

learning. Paediatric nephrologists are not aiming at creating a monopoly in renal 

care. Instead they favour the team approach of all caregivers and thereby 

avoiding fragmentation of care. Renal health care is a term that describes all 

activities in community providing a safe and healthy environment for young 

people, such as adequate drug treatment, regular out-patient care, dietary advice, 

psychological consultations,  schooling and vocational training and career 

advice. In addition, renal care is offering preventive and follow-up care. 

Both health care and paediatric renal care are characterised by the diversity, 

variety and heterogeneity of culture and service systems offered in 53 European 

countries with approximately 200 million children aged less than 18years and 

approximately 3,000 highly specialized paediatric nephrologists working in one 

the paediatric nephrology centres (1 per 1.4 million children). Paediatric 

nephrologists respect the rules on child development which state that an 

adolescent is not a young adult, a school child is not a small adolescent, an 

infant is not a small child, an neonate is not a small infant and a premature 

newborn is not a small neonate. Paediatric nephrologists care for both healthy 

and sick children. Their health care management differs according to where it is 

provided: inpatient care in hospitals, outpatient care in hospitals or very rarely in 

private practices. In addition there are programmes offering homecare and 

rehabilitative care in special rehabilitation units for children with kidney 

diseases. Paediatric renal care focuses on the patient and not on diseases. 

Children with acute renal diseases need a different case management than 

children with chronic diseases. Special care is given to underprivileged and 

marginalised children such as children with renal diseases and disabilities, 

children with a migrant background and poor children. Approximately 20% of 

the child population suffers from a chronic disease. The majority of patients 

with long term conditions are suffering from rather frequent disorders like 
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allergy, asthma, etc.. However, the majority of chronic diseases are rare with 

more than 6.000 different disease entities. In the medical literature and in 

national health systems, the definition of rare diseases  ranges from 1/1,000 

people to 1/200,000 people. Approximately 1% of all children suffer from a 

mild, moderate or severe renal problem at birth.  

Children have by far a longer period to cope with their chronic disease or 

disability than adults. Furthermore, the transition from paediatric to adult renal 

care is a multifactor challenge. Children have a weak voice in society and their 

caregivers often do not speak with one voice, which has led to considerable 

inequity between child and adult care in many European countries, e.g. in the 

1990ies in countries like Romania, children were receiving less frequently a 

kidney transplants than adults. 

Protecting children from kidney diseases means eliminating nephrotoxic 

substances from the environment of children, such as  heavy metals and 

nephrotoxic drugs, thus, fulfilling the criteria of primary prevention. There is 

also a need for the avoidance of over- and under-diagnosis of kidney diseases 

such as urinary tract infections, and the same holds true for over- and under-

treatment of urinary tract abnormalities.  

Prevention of kidney diseases includes genetic counselling of families at risk. 

Preventive care has to start during pregnancy. Secondary prevention will include 

cost-free and non-invasive mass screening of all children to identify urinary tract 

diseases using urinary dip sticks and ultrasound  Unfortunately only a minority 

of European countries offered renal screening in 2009. I think, that secondary 

prevention must be offered to risk groups i.e., premature and small for 

gestational age newborns. Most chronic kidney diseases start early in life and 

many of them remain undetected because of lack of imminent clinical symptoms 

and signs. Early diagnosis of kidney diseases is required and, once diagnosed, 

treatment should aim at halting the progression of chronic kidney disease and 

https://en.wikipedia.org/wiki/Medical_literature
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reducing extra-renal co morbidity by adequate therapy,m thus fulfilling the 

criteria of tertiary prevention.  

Adequate renal care includes the provision of adequate, affordable, accessible, 

available diagnostic and therapeutic renal care as well as equity, efficacy and 

efficiency of renal care including modern supportive technology. National health 

care systems must provide adequately trained teams of caregivers including 

specialised paediatric nephrologists, nurses, dialysis teams, pharmacists, 

psychologists, teachers, dieticians, career advisors, physiotherapists and others. 

These human resources need training, accreditation, continuous medical 

education and supervision to guarantee high standards of medical care. Health 

ministries must provide a sufficient number of child-adequate children’s 

hospitals with a renal unit, dialysis unit and kidney transplant unit which fulfils 

the criteria of paediatric centres of excellence. Child-friendly renal replacement 

therapy means that transplantation is more adequate than peritoneal dialysis and 

peritoneal dialysis is more child-friendly than haemodialysis. One of the most 

recent challenges has turned out to be the provision of a basis for rational use of 

essential drugs, their safety and distribution. The off-label use of drugs which 

are not tested in a paediatric population exposes children to additional risks. 

Paediatric nephrologists must provide evidence-based practice guidelines which 

are based on pure scientific findings, however, their national application may 

depend on country-specific priorities influencing appropriate use and updating. 

Paediatric nephrologists represent around 1% of all paediatricians and they 

should provide interaction, communication and referral with primary paediatric 

health caregivers. This could be a paediatrician or a general practitioner 

depending on the different primary paediatric health care systems in Europe. 

Paediatric nephrologists must provide a guided transfer of adolescents into adult 

renal care. All caregivers must respect the children’s rights and children must be 

asked, children must be heard, children must have a voice before taking a final 

decision on further diagnostics or therapeutic intervention. All stakeholders 
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should aim at increasing children’s families’ trust in caregivers and institutions. 

Improvement of health education of patients and their families and offering 

culturally appropriate counselling will lead to an improved participation of 

patients. Accepting non-adherence as a fact cannot be attributed solely to 

patients and their families but also to all caregivers. Therefore, unavoidable non-

adherence has to be taken as an imminent behavioural challenge requiring 

special attention, prophylaxis and treatment.  

The right to health does not mean the right to be healthy, nor does it mean that 

poor governments must invest in expensive treatment, but it does require fair-

play in offering care irrespective of age, gender, ethnicity, culture, 

socioeconomic status, religious beliefs, political beliefs, or other ideologies of 

patients. The priorities of renal care given to children may differ from country to 

country, however, equal health opportunities should be made available to all age 

groups in any country. Cross border care should be improved and organisational 

pathways must be developed if there is no adequate treatment available country 

wide.  

The following federal and regional policy makers should be represented in 

national health care programmes: I. Ministries of 1. Health, of 2. Labour and 

Social Affairs, 3. for Family Affairs, 4. of Transportation, Building and Urban 

Affairs, 5. of Education and Science, 6. of Food, Agriculture and Consumer 

Protection, 7. for the Environment; II. Health insurance companies; III. Non-

governmental (NGO) health care providers; IV. Parents’ organisations. 

The challenge of international social responsibility with respect to children with 

chronic kidney diseases includes the following: 

1. The child-friendly health care model should be applicable to all departments 

of paediatric nephrology in all European countries.  

2. The lack of demographic data on the diversity of renal health care in Europe 

needs to be compensated by the following pathways: 1. Research initiated and 

guided by the European Society for Paediatric Nephrology, 2. Evaluation of 
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quality and of priorities of renal care, 3. Recommendations for national societies 

of paediatric nephrology.  

3. Initiate a strategy for further communication, confidentiality, cooperation and 

consensus of all opinion-leaders when improving well-child-care for all. 

4. There may be a need for a specialised European agency for chronically sick 

children offering both scientific and social networks for all stakeholders. 

 

 

64. There is a need to avoid fragmentation of child health care 

Andreas Gerber-Grote, Professor of Health Services Research, School of 

Health Professions, Zurich University of Applied Sciences, Winterthur, 

Switzerland 

I believe that many different health professions contribute to the health and well-

being of sick children and that fragmentation of child health care must be 

avoided.  Yet, in our daily lives as physicians we often prescribe physiotherapy, 

occupational therapy, dietary services and other kinds of care and services that 

other health professions know better. In many European countries these health 

professions have undergone a ground-breaking development into academia over 

the last 10 to 30 years. They are no longer mere recipients of orders by 

physicians what kind of therapy to apply, but have acquired a thorough 

knowledge of their respective fields and are well trained in evidence-based care 

and the design and evaluation of scientific trials. 

During my own clinical work I observed a gap between clinical care and 

occupational therapy or physiotherapy. Many physicians did not esteem the 

work performed by physiotherapists and the respective outcomes in terms of 

improved health. With regard to physiotherapy this situation was aggravated by 

the multitude of concepts and approaches, e.g. the controversy of Bobath versus 

Vojta. These debates were more ideological than evidence-based. Yet, also the 
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physiotherapists contributed to this situation as they were not trained to 

communicate inter-professionally and academically. 

In my current position as director of the School of Health Professions at Zurich 

University of Applied Sciences (ZHAW) I have learned through personal 

encounters, presentations, and publications from both, occupational therapists 

and physiotherapists, to what extent they are able to contribute to child health.  

 

Access to playgrounds as a salutogenic factor in child health: a European 

initiative 

Researchers with a background in occupational therapy from Sweden, Ireland 

and Switzerland have been researching the role of play in child health and well-

being. They concluded that playing should have a more important role in 

children's health promotion. Playground design needs to be inclusive for all 

children so that children with disabilities can actually have access to and 

participate in playing with other children on the playground. Children acquire 

important physical, cognitive, social and emotional skills in outdoor play.. In 

2014, a European initiative was launched: the Ludi (Latin: ludus = play) 

European Cooperation in Science and Technology (= COST) Action-play for 

children with disabilities. Awareness needs to be raised that playgrounds can be 

constructed in ways that would make them much more inclusive. 

 

Family-centred physiotherapy as a new model to treat preterm infants 

Healthy full term born infants show complex, variable and fluent movements 

allowing them to develop a wide movement repertoire and good environmental 

adaptability. Movements of preterm infants, in particular with a gestational age 

below 32 weeks, frequently appear less complex, monotonous and rather abrupt. 

Their sensory motor development is influenced by a reduced movement 

repertoire and diminished adaptability, thus leading to a high risk of developing 

neuro-developmental disorders. There is limited evidence on the effectiveness of 
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traditional infant physiotherapy. Yet, in a Dutch trial a novel program “Coping 

with and Caring for Infants with special Needs“ (COPCA) which focuses on 

family-centred interventions, caregiver coaching, self-produced motor behaviour 

and trial-and-error experiences by means of play was associated with a positive 

effect on motor development.  

In conclusion, child health is not only assured by paediatricians but by many 

other health professions. Therefore, there is a need to avoid fragmentation of 

care. Child health care should offer new ways of communication and 

cooperation—such as multidisciplinary practices—to fill the gaps between  

different experts when discussing therapeutic options and planning therapeutic 

regimens. Decisions on how to care for sick children can be taken conjointly to 

increase quality in health care and to achieve the goal of a child friendly 

environment. In essence, being open to communicating with other professions 

who equally contribute to the health of children may be enriching for 

paediatricians and beneficial to the well-being of their patients. In the long run, 

it will definitely pay out though we will have to push new modes of 

reimbursement.* 
*Special thanks to my colleagues Schirin Akhbari, Institute of Physiotherapy, and Christina 
Schulze, Institute of Occupational Therapy, at the School of Health Professions, ZHAW, 
Winterthur, Switzerland, for input. 
 

 

65. I think that fragmentation of obstetric, neonatal and postnatal 

developmental care must be avoided in health care services  

Karolina Kramaric, University Hospital,  Faculty of Dental Medicine and 

Health, Osijek, Croatia 

Adverse prenatal conditions are leading to impaired intrauterine growth, an 

increased rate of premature birth and to a decreased adaptation to neonatal 

stress. The percentage of low birth weight (LBW) premature and at term born 

neonates in Europe is approximately 9%, and 0.5% of all neonates weigh less 

than 1,000g. Many ethical and medical questions  arise in neonatal medicine 
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including the nature and value of human life at different stages of development. 

The rights of neonates to health are crucial fundaments since the survival of high 

risk neonates depends on decisions of the whole society, including  adequate 

funding and well functioning service systems. All parts of this chain of care 

giving institutions should be closely linked in the best interest of the neonate to 

assure quality of future life. The philosophy of developmental care means to 

embraces the concept of dynamic interaction between foetus, neonate, infant, 

family and surrounding environment. Integrated and individualized care provide 

a framework of best surroundings for newborns. This is based on well 

functioning Neonatal Intensive Care Units (NICU), as well as on neonate and 

family friendly care, and non-invasive interventions when ever possible. It also 

means creating a safe, quiet and peaceful environment in and outside the 

incubator for premature born neonates by imitating intrauterine environment to 

avoid or reduce stress. 

This concept of early neonatal care should be continued after discharge of the 

babies from hospital to home care. Developmental care is based on a mixture of 

awareness intuition  and preventive screening. This is a comprehensive approach 

of providing care that supports the neurobehavioral development of healthy and 

sick infants. It involves a broad spectrum of non-invasive interventions targeting 

at improving developmental processes and competence in infants at risk.  

I believe that it should be based on a philosophy that focuses on human needs 

and nature. This means that "one fits all" rules and routine guidelines should be 

regarded with as frame work but not as an imperative order. Developmental care 

for high risk neonates requires a mixture of prevention, therapy, safety and  

continuity of care.  

I think that obstetric, neonatal and postnatal services must avoid fragmentation 

of developmental care. Therefore, obstetric and neonatal wards must be located 

in the same building, thus allowing a close cooperation between  obstetricians, 
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neonatalogists and other paediatric sub-specialists like neuro-paediatricans and 

pneumologists. 

 
Karolina Kramaric 

 

 

66. Paediatric Intensive Care Units can become the "neutral" backbone of 

highly specialized paediatric centres 

Nikolaus Neu, Professor of Paediatrics, University Children's Hospital, 

Innsbruck, Austria (in remembrance of the late Professor Gerhard Gaedicke, 

Innsbruck, Austria) 

I think that Paediatric Intensive Care Units (PICU)  are - in principle - a 

politically and economically “dangerous” territory which means that they may 

be a conflict area for competing paediatric subspecialties. This is particularly 

true for university hospitals like mine, where the PICU had been embedded into 

an eventful and not always smooth history. My own children’s hospital had to 

cope with a variety of short-term and very short-term directorships for more than 
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ten years,, including arbitrary establishments and de-establishments of various 

paediatric subspecialty units and departments.  

To keep the PICU out of the resulting instability and to make it somehow neutral 

(like certain zones controlled by troops of the United Nations) it was 

unsuccessfully transformed into a so-called core facility. However, the first and 

seemingly most important question of the new opinion leaders within the 

steering committees was: "Who will be the boss of such a facility"? The answer 

came fast and sounded simple: "It must be the respective director of the 

children's hospital". Hence, from the beginning of this millennium the PICU was 

confronted with several directors who had entirely different characters and aims. 

And some of them obviously must have believed that though all patients were 

equal, their own patients were more equal than others. The behaviour of the 

steering committees resembled the cuius regio eius religio-principle installed 

after the peace of Augsburg in 1555, meaning that the religious faith of the 

rulers dictated the religion of those be ruled over.  

How could our PICU survive under such circumstances? In fact, it did survive, 

namely because of the passion of the PICU-team including both paediatricians 

and nurses who – in close cooperation with anaesthesiologists and other 

specialists - established tertiary level standards and technologies including 

extracorporeal membrane oxygenation (ECMO). Is it not surprising that our 

PICU-team, which is always a priori skeptical of bosses and self-appointed 

consultants who are not really familiar with intensive care medicine, became 

even more sceptical and wary?  

In 2012 Gerhard Gaedicke became head of the department and had to take over 

a PICU that had become "the small Gaulish" village that had treated visitors like 

"roman invaders" (Asterix comics). However, it just took a few days when his 

daily morning ward rounds were no longer regarded as a "useless and time-

consuming event" keeping people away from working. He immediately had 

become a highly competent and dedicated person who stood behind our team of 
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intensive care paediatricians. And a few weeks later, the previously “difficult” 

regarded PICU-team routinely asked Gerhard to extend his daily morning 

rounds by a cup of coffee. Despite his tight schedules, he mostly agreed.   

In conclusion, I think that a PICU should become an independent unit with its 

own rights and duties, but it should always be fully integrated into the entire 

structure of the hospital. The service organization, individual relationships and 

management structures require excellent leadership, governance and empathy.  

 

 

 
The late Gerhard Gaedicke (Sven Petersen, photographer) 
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67. A child is not a small adult 

Ulrike Grote, MPH, epidemiologist, Robert Koch Institut, Berlin, Germany 

When I was asked to contribute to this booklet, I started thinking of the time 

when I first got my first view into paediatric health care. Was it during my 

public health studies? In particular, during my master’s thesis about paediatric 

healthcare in Europe? Or, was it prior to this? Yes, indeed it was. Prior to my 

public health studies, I studied education and during my teaching training at an 

elementary school, my students had small injuries from time to time. I showed 

one little girl in my class, who hit her finger, to just take a paper towel, put it 

under cold water and wrap it around her finger to cool it. A couple of weeks 

later the same girl sat in my class with a paper towel around another finger she 

had injured. This time she knew what to do and how to “treat” herself. Children 

learn quickly and know how to apply their knowledge.  

Then I thought further back about my own childhood and again about my 

master’s thesis which dealt among other topics, with the question “what kind of 

physician must a child see when it gets ill”. Personally, I rarely went to a 

pediatrician during my childhood as my father happened to be a doctor. 

Although he was not a pediatrician but a radiologist, every time I got a sick, he 

was the one examining me. He even examined the neighbor’s children when 

they were ill. I only saw a paediatrician for routine preventive examinations 

(when I was four years old) and for immunizations – although for the latter my 

mother took me to the local health authority where children could also be 

vaccinated.  

When I was a teenager, my father moved to another town for work. That was 

when I first saw a doctor other than my father – but again no paediatrician. My 

mother took me to her general practitioner when I was sick.  

I would not say that my father was not a good physician. He definitely was - but 

in his field of radiology. Medical care for adults differs from medical care for 

children and adolescents. The aforementioned are not just small adults. Firstly, 
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they have a different spectrum of illnesses than adults. Secondly, doses of 

medicine prescribed for adults cannot simply be reduced for children. The body 

of a child does not function in the same way as  abody of an adult. For example, 

the allocation of muscle mass and fat is different. Medicine, which is used for 

adults, can cause serious side effects in children. Thirdly, not all diagnostic tests 

used for adults can be used for children. For instance, children under the age of 

four are too young to undergo pulmonary lung function testing, which is needed 

for a proper diagnosis of asthma. And finally, especially very young children 

have difficulties verbalizing their symptoms. Instead of spoken descriptions, 

symptoms are more likely to manifest themselves in fomr of changes of 

behaviour (e.g. restlessness, crankiness).  

Luckily, I was not seriously ill during my childhood and never needed any 

special medication. If I would have been ill, maybe my father would have then 

taken me to a paediatrician?  

 

 

Ulrike Grote developing wings in Machu Picchu 
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68. Being a paediatrician means taking care of the entire family 

Zachi Grosman, primary care paediatrician at Maccabi Healthcare 

Services, Tel Aviv, Israel 

Becoming a primary care paediatrician actually means taking care of the entire 

family, as the intra-familial perceptions of the child’s illness have a crucial 

influence on the process of healing. It is always amazing to see the extent to 

which parents are being intimidated by the fact that their child is suffering from 

what is considered by us paediatricians as a very minor illness, such as a runny 

nose, cough and above all - fever. Trying to bridge the gap between true severity 

of an illness and parental perceptions of the same malaise is challenging us 

again and again. We find ourselves using our best available communication 

techniques and empathy while trying to cope with this mission.  

My best lesson of how the recognition of this gap between parents and 

professional care-givers can be bridged was given to me by my own secretaries. 

Years ago, I used to hire young students as secretaries in my office. They were 

mostly unmarried, at their early 20ies. As secretaries in a very busy primary care 

paediatric clinic, they were the first to come in contact with pressured mothers, 

often rushing to the clinic with minor complaints such as fever, that started just 

this morning and green nasal discharge for 3-4 days. The secretaries’ interaction 

with the mothers around their strict demand– “I want an appointment now”-was 

many times unpleasant. I even remember two or three occasion when my 

secretaries  started  crying as a result of these psychologically loaded discussions 

they had with mothers.  

Experienced paediatricians like me, who have been caring for children for more 

than 20 years, are treating young children, watch them as they become 

adolescents, adults, married and then finally having their own children – the 

second generation. In my case, some of my former secretaries who got married 

and gave birth to a child, attended my outpatient clinic for consultations for their 

own children.  It was fascinating to observe these young adults in the opposite 
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state of mind: mothers being worried because of their babies’ health condition. 

In fact, they were pressured exactly like the mothers they themselves had 

criticized  years ago when acting as secretaries. 

The take away message from my personal lesson is that our profession requires 

us to view the child’s illness also through the parent’s eyes and their 

understanding of the situation.  Even today, that parents like to Google 

everything related to their child’s clinical symptoms, they still remain rather 

helpless. Parents have their own perceptions and fears, many of them may be 

irrational and even unproductive, however, they are parents who are allowed to 

see things differently. It is them whom we have to approach with great respect in 

order to be able to administer the specific and correct treatment and child 

friendly help. We should never forget that parents are the ones who gave us the 

permission to treat their children.   

 

 
Zachi and Noa Grosman 
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69. Pursuing moral integrity in leading professional and scientific 

organizations: the gridlock of paediatric congresses. 

Massimo Pettoello-Mantovani, Professor of Paediatrics, University of 

Foggia, Italy 

Values and ethics are central to any organization; those active in the area of 

science and education are of no exception. At first, the concepts of values and 

ethics seem to be self-explanatory, however, what exactly do we mean by values 

and ethics with regard to paediatric congresses? Both terms are broad in 

meaning and it is, therefore, important for anyone to recognize their essence, 

particularly for those who are regarded as strategic leaders, decision makers and 

often role models in child health care services. Pursuing  the goals and mission 

of paediatric organizations within the frame of moral integrity should be 

indispensibly regarded as obligatory by their leaders. Their role includes three 

essential requirements, 1. the understanding of the distinctive nature of ethics in 

science, 2. the awareness of the forces which influence the ethical behaviour of 

individuals in organizations and 3. a clear vision of purpose and the  actions to 

be taken to build ethical climates in their respective organizations. 

Historically seen, scientific paediatric meetings and congresses developed as an 

opportunity for paediatricians to share and exchange their knowledge with other 

colleagues and to learn advancements in all areas of child health care. This will 

be in aid of an integral part of continuous medical education. It was the initiative 

of the heads of various national and international European scientific 

organizations to convene the colleagues, who often travelled at their own 

expenses, to join these quality related meetings, as related to choice of speakers 

and topics to be discussed. Unfortunately, the nature of many paediatric 

congresses has changed of late. I had to witness not only the increasing number 

of meetings, but also the fact that many of these conferences have been 

organized by Professional Congress Organizers (PCO) without having any 

academic and scientific basis. I think that the mixing of personal interests, 



 244 

individual prestige and business has grown to an unbearable extent., In addition, 

the surrender of the scientific and cultural mission as well as the autonomy of 

paediatric organization to PCOs by means of “Faustian” types of financial profit 

generating contracts has put business and finances into the centre of most 

congresses. Therefore, I think that this unbearable situation must stop, so that  

our vocation in aid of the improvement of child health can again be put into the 

centre of all paediatric congresses. It will be the responsibility of all leading 

European paediatricians who are board members  of scientific organizations to 

add more value and ethics to paediatric congresses.  

      The Pettoello-Mantovani family 

 

In fact, this challenge had been one of the crucial topics for the treasurers of 

EPA/UNEPSA, who fought such trends raised considerable concern among the 

board members about the importance of preserving the value of scientific 

meetings, and to avoid their progressive transformation into a merely profit 

making enterprise. Medical congresses have not only become larger, but also 

more luxurious and expensive, and, as a result, their cost-benefit ratio may be 

decreasing for individual paediatricians and for society.  
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To summarize, how do values relate to ethics, and what do we mean by ethics in 

paediatric societies? Individually or organizationally, if we accept that values 

determine what is right and what is wrong, evidently what is right or wrong is 

what we mean by ethics. To behave ethically is to behave in a manner consistent 

with what is right or moral and I think that among others, this is an important 

legacy of European paediatricians. Their example will help to resolve the 

difficulty in deciding whether or not behaviour is ethical by determining what is 

right or wrong in leading scientific organizations. This is what I think. 

 

70. The dilemma of international paediatric congresses in Europe: The 

consensus of Europaediatrics in 2015 in Florence 

Leyla Namazova-Baranova, Massimo Pettoello-Mantovani, Jochen Ehrich, 

Simon Lenton  

Paediatric organizations can only deliver International Social Responsibility in 

relation to congresses if it is embedded in a transparent governance and ethical 

framework. This strategy is built upon clarity of purpose, clear benefit for the 

health of the children of Europe, collaboration, professional integrity and trust.  

We conclude that there is a requirement to rethink and ponder about focus, 

purpose, methods, location and costs of future international paediatric 

congresses. The opportunities to learn through comparative international 

experience is infinite, ranging from policy to practice, but to achieve real change 

which benefits the health of children and young people congress organizers 

should rethink their purpose and focus on "people not profit".  

There should be a mindful cost-benefit analysis by both organizers and 

participants regarding the benefits and costs of congresses. It is beyond the 

scope of this consensus paper to summarize all different aspects of improving 

the quality of international paediatric congresses. But the key elements include 

the following: 

 Paediatric conferences must be initiated, planned and steered by paediatric 
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societies and associations. 

 Meetings should not only be held in affluent countries but also in resource 

poor nations. 

 The scientific topics must be relevant to the nation, hosting the congress. 

 The engagement of speakers and participants should range from clinical 

through to policy levels placing the children into the centre of the 

congress. 

 There should be appropriate methods of learning. 

This consensus would like to help paediatricians on how paediatric congresses 

may be better organized in the future. The guiding principles for the 

international paediatric congresses should be: ”greater value for less investment” 

, using more participative approaches with the focus on “learning across 

borders". 

 

71. Our paediatric motto should not only include scientific competence but 

also empathy, patience and passion  

Kaja Julge, lecturer at Tartu University Institute of Clinical Medicine, 

Tartu, Estonia 

Working as a paediatrician and a lecturer at the University Children's Clinic in 

Estonia gives me the great privilege to spend time with children and their 

families, as well as with students and scientists. The performance of multiple 

tasking at the same time is not always easy, but I really enjoy the variability 

because concentrating intensively on one task only means that I recover from the 

other two thus avoiding burn out.  

As an allergologist I treat severely ill young patients with asthma, anaphylaxis, 

atopic dermatitis, multiple food allergies, and other diseases. However, I also 

see children with very mild skin problems such as some red dry spots on an 

otherwise completely normal skin. According to my opinion these children are 

totally healthy but parents would like to see their child’s skin flawlessly perfect.  
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    Kaja Julge 

 

Sometimes it is really problematic for me to explain to the parents that putting 

cream on the skin is the best thing they can do, and that expanding the 

diagnostic procedure to a series of allergy tests will not make the skin look 

better. At these moments of different health beliefs I usually start thinking that 

overanxious parents and perfectionists make their own lives and that of 

paediatricians unnecessarily complicated. How to tell a mother that she wants an 

unjustified service and that I have many more important cases to attend to than 

looking at a single red spot on the child’s back, which after all may disappear by 

next morning? What gives me the strength to remain calm, patient and friendly? 

I think that all sick children have a right for the right diagnosis and the best 

treatment according to the possibilities of their national health care service 

system. This includes psychosocial care for all health problems, no matter how 

severe they may be. Paediatricians must never forget that parents experience any 

health problem of their child as a severe threat and as one of the greatest 

catastrophes in their lives. 

Not rarely paediatricians may get exhausted because of the overwhelming work 

load and lack of time, as well as economic pressure, worshipping of advanced 
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technologies and unproductive competition with other caregivers in their 

surrounding academic society. Thus, the life of a university paediatrician can be 

made even more difficult if children and their parents show up with very mild 

health problems. In addition, there are frustrating moments in academic life, for 

example when students are not as studious and sedulous as you would expect 

them to be.  

I think that empathy, patience and passion are as important as paediatric 

competence when treating all children. Every hectic work day I try to remember 

the crucial role of these values, and I also try to spread this credo to my 

colleagues, students and patients.  

 

72. The treatment of a disease is a science and the treatment of a patient is 

an art 

Jochen Ehrich 

I believe that the treatment of a disease is a science and that the treatment of a 

patient is an art. 

Understanding the roots, causes, effects and long term consequences of 

childhood diseases requires a life long learning of paediatricians in order to treat 

the diseases of young patients. In addition, understanding the health beliefs, 

sorrows and suffering of young patients requires curiosity and compassion of 

care givers and includes a life long learning from children and adolescents 

through child friendly communication, empathy and creative atmosphere.  

After 40 years of caring for transplanted children in a university children's 

hospital I had the chance to stay for the first time for three weeks with 31 

transplanted adolescents in a rehabilitation camp situated at 1000m altitude in 

the beautiful Alp mountains. The patients had been transplanted more than 2 

years ago. My diagnostic aims were to look at the patients from a closer 

distance. I tried to be not only their physician but also a person who wanted to 

learn what their lives and coping strategies looked like. I was only secondarily 
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interested in laboratory values of graft function. In other words, instead of 

focussing on the deficits of these patients I wanted to identify the patients' 

strengths. My therapeutic concept aimed at offering salutogenesis and 

empowerment during my three weeks long 24h service.  

In fact my “round the clock service” offered new ways of identifying hitherto 

unknown interactions among the patients, as well as between the patients and 

me. It was me who developed new sensors for my own and the patients’ 

feelings. I came to the conclusion that I had learned during three weeks more 

about transplanted patients than during 40 years of clinical in- or out-patient 

hospital care. When asking the patients how they felt after transplantation, one 

half of adolescents answered: “We are healthy and normal”. The other half 

objected to this statement and said: “No, we are chronically ill.” One patient said 

to me: “Jochen, it’s life after transplantation - but not as you paediatricians often 

imagine it to be." The awareness  of the different perceptions of the transplanted 

children helped me to better handle their care and to stimulate them in 

participating in decision making. 

  

Jochen Ehrich (Sven Petersen, photographer) 

So why did I come to the conclusion that treating patients is an art? What is art 

and what distinguishes it from all other things? Art is anything that is well made 
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by humans. The paediatrician, like the artist, is supposed  to develop special and 

sensitive sensors for the non-verbal, subconscious feelings and beliefs of 

patients and their families.   

Paediatricians should undergo a special training in the art and value of 

communication to improve quality of care. Practicing communication and 

teaching participation of children in medicine require attentioina and time of 

paediatricians, reduction of unavoidable misunderstandings and tension and the 

will of all to create an atmosphere of mutual trust. Therefore, offering enough 

time for child friendly communication should have priority in child health care 

services. 

 

 

73. Which signification should be given to type 1 diabetes mellitus: chronic 

illness, incurable disease or longterm condition? Who decides which medical 

term to use? The paediatrician, the parents or the young patients? 

Wolfgang Marg, paediatric consultant and diabetologist, Prof. Hess 

Children Hospital, Bremen, Germany 

I think that paediatricians should not stop asking patients simple questions.  

When spending New Year's Eve with my niece's family, we ate the Swiss dish 

Raclette, played and talked a lot about different things including diseases that 

occurred in the family. Two of the family's three children had type 1 diabetes 

(DM-1), and the mother had developed insulin dependent diabetes two years 

after her daughter. I was amazed to see how the family weighed the portions of 

Raclette on a small electronic scale during the meal. The carbohydrate exchange 

was calculated quickly and the insulin pumps were adjusted according to the 

results of continuous glucose monitoring. Everything happened almost 

imperceptibly. 

This reminded me of my time in the Children’s Hospital, seeing sad mothers and 

fathers of toddlers with newly manifested DM-1. During their first stay at the 
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hospital, I arranged for them to meet other young people who had been suffering 

from DM-1 for several years. When these teenagers were asked wether they 

were ill, most of them answered, "no ". When I intervened by saying "But you 

have diabetes and that's why you're in the hospital", they said yes, but we're not 

ill. When I told this story on New Year's Eve to my family, my niece’s oldest 

daughter also commented that she was not ill. 

I knew that the only healthy child of our relatives suffered repeatedly from being 

and feeling less noticed because she did not have diabetes. Therefore, she 

underwent special counselling. I also knew that the parents wondered why 3 out 

of 5 in the family had DM-1. They asked me: Is anybody to be blamed? Is it 

inherited?" My answers were "I don't think so." 

I thought about what we, paediatricians mean by using the terms “illness” and 

"disease" and how the patients understand these terms. What spectrum of 

feelings would these words trigger in ourselves and in those affected. How is our 

own position as  care giver affected if we call someone incurably ill. To what 

extent can our medical "truth" mismatch with the health beliefs and hopes of our 

young patients and their families? Is this purely a dilemma of definitions? 

Should paediatricians insist to call diabetic adolescents “ill”, when young 

patients perceive their diabetic condition as something that they can manage 

themselves? What is the best expression to help them deal with their daily, 

hourly, never ending tasks?  

In her longitudinal study of diabetic patients lasting from infancy to more than  

15 years, Inge Seiffge-Krenke found out that the experience of self-efficacy had 

a positive impact on schooling and employment. Diabetic patients became 

independent more quickly than their healthy peers. In addition, my own 

experience has shown that a deep emotional bond between patients, 

paediatricians and parents during the initial phase of DM-1 can have a long 

lasting positive impact on coping strategies. By providing such a bond and 
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supporting self-efficacy, paediatricians can empower their young patients to 

overcome the initial sensation of “illness” and subsequent self-stigmatization. 

I think that the way paediatricians talk to their young patients about illnesses, 

diseases or longterm conditions such as DM-1 offers many chances to promote 

their participation in their own healthcare, so that they care about rights to health 

and about corresponding duties.  
* Seiffge-Krenke I. Diabetic Adolescents and their Families, Cambridge University Press, 
2001, p203 ff 
 
 
 

 
Wolfgang Marg reflecting on his years of practicing paediatrics 
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74. Time for Development 

Hans Hartmann, MD, Head of Paediatric Neurology, Hannover Medical 

School, Hannover, Germany 

What are children? How do they develop? Looking at medieval illustrations of 

infants, we are alienated by proportions and facial expression. This small skull, 

and this grown-up expression – how could the artist possibly get the child so 

wrong? What can children know? Could children's plays and games be regarded 

as genuine aesthetic activities? Until the nineteenth century many European 

philosophers like Locke, Rousseau and Kant understood childhood as a period 

of "lack", as an age under the sign of "not yet".1  

It seems to me that these philosophers had a "blind spot" in their philosophical 

systems when defining childhood. Today we have understood that adolescents 

are not young adults, children are not young adolescents, toddlers are not young 

children, infants are not young toddlers, newborns are not young infants and 

foetuses are not young newborns. But does that mean that we have really 

deciphered the code of human development? Have we already reached the end 

of the science of developmental neurology?  

Definitions of both normal and abnormal development during childhood are 

strongly influenced by society’s background, experiences and expectations. In 

other words,  the dimension of time interacts with developmental processes 

during the life course in three ways: firstly according to historical time, secondly 

chronological age and thirdly social time, which can be defined as the culture-

specific, life events.  

When scientists became interested in the human development, they first believed 

in a deterministic approach, or as stated by Gesell in 1941 ‘Maturation is 

characterized by its inevitableness and surety. It is the hereditary ballast that 

conserves and stabilizes the growth of each individual infant’. In the 1980’s we 

understood that variability is normal rather than a sign of pathology. Only a 

couple of years ago, Heinz Prechtl and co-workers coined the term ‘general 



 254 

movements’, describing spontaneously occurring movements of body and limbs 

in the foetus, the neonate and infant. They observed that the pattern of this motor 

activity changes about 8 – 10 weeks post term and that they are replaced by 

voluntary movements during the following months. They could also show that 

the appearance of these different motor patterns at the appropriate time is closely 

associated with the child’s later motor and even cognitive development.2 The 

fact that this concept was only developed in 1997 is an impressive example of 

how society’s expectations influence scientific observation. Beforehand I just 

would not have believed that ‘simple’ general movements reflect the integrity of 

the infant’s neurological system.   

Paediatric neurologists need tools to assess the development of a child in order 

to decide on the need for additional diagnostic tests, possibly offer medical 

treatment and special needs education. Various tests address motor, speech and 

cognitive development. Over the last decades, they have been refined and 

profiles reflecting a variety of cerebral functions in each individual can be 

obtained. The examiner can chose a test battery appropriate for the age of the 

child, its background and additional medical problems, e.g. visual or hearing 

impairments. Specific patterns of developmental problems have been shown in 

different aetiologies, e.g. deficits of executive functions in some inborn errors of 

metabolism like phenylketonuria or in children with congenital kidney disease 

requiring renal replacement therapy during the first year of life. Besides being 

helpful to determine an underlying aetiology of a developmental disorder, 

knowing of mental and motor strengths and weaknesses of the individual child 

will help choosing the best treatment.  

Until recently, such neurological and neuropsychological assessment of the child 

was the main diagnostic procedure. Developmental anomalies were classified as 

either pre-, peri- or postnatal. Postnatal diseases were usually easily 

identifiable, like neonatal sepsis and meningitis. However, pre- and perinatal 

periods were a black box. With better monitoring of the foetal wellbeing during 
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delivery, it became clear that perinatal problems rarely accounted for 

developmental anomalies in an infant. Regarding the prenatal development, 

both genetic factors and pregnancy complications by infections or toxins are 

important causes of long term morbidity. However, in approximately 50% of 

children with developmental anomalies, no underlying cause could be 

determined until recently.  

Over the last years, there has been a paradigm shift towards a better 

understanding of the developmental problem’s aetiology. This new paradigm 

reflects the huge progress that has been achieved regarding the genetic and 

molecular basis of developmental problems as well as the morphological 

changes of the brain as was shown by magnetic resonance imaging. 

Furthermore, the availability of specific treatments like antisense-

oligonucleotide therapy for spinal muscular atrophy or intrathecal enzyme 

replacement for ceroidlipofuscinosis type 2 necessitate rapid diagnosis of a 

possibly treatable disorder. Using ‘observation’ as a diagnostic tool has become 

obsolete in neurology, at least partially. Genetic tests are widely available and 

can be used early. If clinical examinations point to an underlying ‘genetic 

syndrome’ this possibility should be specifically examined. If there is no such 

clue,  new technologies like genomic microarray and whole exome sequencing 

may help to identify an underlying genetic cause for a developmental anomaly.  

Using these techniques, the number of children with developmental anomalies 

of unknown origin has significantly decreased, and potentially treatable 

disorders may be diagnosed early.  

However, in a high percentage of children with an abnormal development, 

laboratory and imaging tests will still not prove to be conclusive and 

neurologists still rely on precise clinical assessment of the children. Therefore, I 

think that training in the use of different test batteries and improving the 

precision of such tests is important. I know that there is also an element of magic 

between the child and the observer. Paediatric neurologists need to reflect how 
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they interact with the child, and how they react to what they hear and see. Their 

observations can give important clues to finding the right diagnoses. Today, just 

as in the past, paediatricians will only see if they keep their eyes and mind open 

to learn about the variability of developmental processes from their patients.    
1. Antony Krupp Reason's children: Childhood in modern phislosophy. Bucknell University 
Press. Lewisburg, 2009, pages 13-15 
2. Prechtl HF, Einspieler C, Cioni G, Bos AF, Ferrari F, Sontheimer D. An early  
marker for neurological deficits after perinatal brain lesions. Lancet. 1997;349:1361-3  
 

 

Hans Michael Strassburg 

 

75. There is no inclusion without exclusion 

Hans Michael Strassburg, Emeritus Professor of Paediatric Neurology at 

the University Children's Hospital, Wuerzburg, Germany 

I believe that inclusion means more than schooling of disabled children in 

schools for healthy children. Inclusion stands for balancing medical 

disadvantages, inducing equality and supporting diversity in society. Inclusion 

wants to improve integration of handicapped children and adolescents and to 
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increase their performance, participation and emancipation. It also wants to 

strengthen tolerance and solidarity of unaffected people. Inclusion has become a 

strategy in many countries of the world and it depends on a balance between 

optimism/idealism and scepticism/realism. I think that inclusion should not be 

based on ideology because it can also be the wrong way of integrating disabled 

children in schools. 

Since the 1960ies Germany has created a school system with special teaching 

requirements for more than 350,000 children (4% of all children) with mental, 

motor, visual, hearing, skeletal, speech, learning and behavioural disabilities in 

more than 3,000 specialized schools with more than 70,000 teachers.  Parents 

can choose to send their handicapped child to these specialized schools with 

specially trained and highly qualified teachers or to the nearest regular school.  

In 2009, the German Parliament ratified the UN convention on the rights of 

persons with disabilities promoting the concept of inclusion of disabled children 

in regular schools. The UN Convention does not contain a paragraph which 

discriminates schooling of disabled children in special schools. In the following 

years there were many controversial discussions about the role of inclusion for 

disabled children and adolescents in regular schools. Up to now many citizens 

have not realized that inclusion is, above all, a duty for everyone in the civil 

society. Each individual has to learn to accept people with special needs living 

in her or his own surrounding.  

Inclusion in regular schools can have very positive effects for most children with 

physical and sensory disabilities and a normal intellectual capacity. However, 

inclusion can be harmful and even dangerous for children with severe 

intellectual and behavioural deficits. Therefore, the paediatricians have to 

evaluate the physical and psychosocial status of individual children with special 

needs in cooperation with psychologists and pedagogues. A sophisticated 

analysis of special needs must be made to help finding the right way of 

schooling and considering the whole life-situation of the child and its family. 
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One important challenge of the future will be to transfer theory on inclusion of 

all disabled and handicapped members into practice in our complex every day 

life. The paediatricians are the gate keepers and they have a high responsibility 

when deciding about the future of schooling for disabled children. 

I conclude that there should be as much inclusion as possible and as much 

differentiation of disabilities as necessary to allow individually tailored teaching 

and support, and to avoid self-deception of teachers, reality refusal of families 

and excessive demands from patients. 

 

 

Living in a frame that wants to live in a larger frame 
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76. Children are most welcome in our city! 

Frank Klingebiel, economist, Mayor of the city of Salzgitter, Germany 

 

"He who is guided by visions should go to see his doctor."  

This ironic sentence was coined by former German Chancellor Helmut Schmidt. 

In November 2006, when taking the position of Mayor of the independent 

German city of Salzgitter (107,000 inhabitants) I had the vision to make it a 

family and child friendly city, and a place for learning and education. This city 

is close to my heart. It is my hometown where I grew up, went to school and 

married my wife who gave birth to our daughter and son. As head of 

administration and highest representative I quickly realized that the city suffered 

from an unacceptable brain drain and annual loss of 1,000 residents due to 

negative net migration of young people and a persistent birth deficit, thus 

becoming over-aged. These were the crucial parameters that I sought to change 

when taking office. I thought that the young generation should have priority in 

city planning. Looking back today, I can proudly say that the number of 

inhabitants has continuously increased because of sustainable family policy 

measures. More and more young families are choosing Salzgitter as their place 

for working and living. 

For better understanding this success story, I have to go back to the year 2006. 

One of the first things I had to realize was that the school building  - I once 

visited and where my children now went to - looked exactly the same as I had 

left it twenty years ago. An enormous lack of necessary renovation had made the 

schools look unattractive. How should children and adolescents enjoy learning 

in a non-inspirational environment? The dissatisfaction of the parents and the 

teachers was great. I did not want to accept that children and adolescents had to 

learn in poorly equipped schools lacking light and colours in the corridors. It 

was important to quickly implement a sustainably remedy. Preparing excellent 

schooling was and still is an important factor for Lower Saxony's third largest 
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industrial region. Therefore, I also wanted to attract well-educated young people 

to get further vocational training and to work in the big companies in our city 

(Salzgitter AG, Volkswagen (VW), Maschinenfabrik-Augsburg-Nürnberg 

(MAN), Alstom and Bosch). In summary, I wanted more people to live and 

work in Salzgitter and I wanted to attract young families without neglecting the 

older generation. 

If the administration and local politics in Salzgitter continued to work as they 

had before in 2006, there would have been fewer and fewer children and 

adolescents in our city. Furthermore, welfare administration and local politics 

would have had to take care of those young people who did not have the 

possibility to find adequate work Thus, I followed unwaveringly my vision - 

against considerable obstacles - to strategically renew our city and making it 

trend-setting. The well-being of children, adolescents and families had gained 

top priority. 

Anyone who seriously embarks on child and family policies must realize that the 

rights of children and families are the basis for all practical activities. The catchy 

slogan "children are most welcome" inspired me and others to follow undeterred 

my vision for a child- and family-friendly city. What counted now were concrete 

and sustainable actions. 

I had to win the members of the City Council for first achievements of children's 

and families' well-being, I managed to launch a comprehensive school-based 

renovation programme that was backed by great financial resources. Today, the 

schools are shining in new splendour. The young scholars, students and teachers 

experience the new environment as clearly stimulating for more creative and 

successful learning.  

Another extraordinarily progressive achievement was to provide all preschool 

children with cost-free playing, learning and supervision in day care centres 

(Kindergarten). No family in our city, whether poor or rich, should look into 
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his/her wallet and check whether their young children could attend kindergarten, 

thus aiming at more equity and social justice. 

Welcoming children in the centre of society also meant creating a hitherto non-

existent full-time job for somebody to become the advocate for children and 

their voice in our region. In 2008, I hired an expert who became the first full-

time child and family representative in Lower Saxony, and she is still on board. 

This initiative attracted more attention than ever to the needs of children and 

families in our city. After all, the children's rights were included in the 

constitution of the State of Lower Saxony in 2009. However, legislation was not 

enough to implement changes in society. It also required self-confidence and 

unconventional and new steps to make the well-being of children a central task. 

Together with the leaders of the city administration and other experts, we 

developed new guidelines for many aspects of city life to achieve a strategic 

realignment in my hometown. These guidelines created the basis for a 

comprehensive participation of citizens, who after all, knew best what people 

needed in the city . 

Of course, the world cannot be improved by simply "pressing a button". Those 

who want to perform better not only need own visions but also the knowledge 

and experience of those who know the actual needs of children and families. It 

was important for me to develop realistic goals with many people from different 

organizations and institutions, and of course not forgetting the local politicians 

as opinion-leaders. All new projects should be affordable, realizable and 

sustainable. Furthermore, there was a need to re-evaluate the efficiency of the 

changes that had been made.  Shaping the future also meant that we had to show 

how children progess. After some time, even the sceptical people were about the 

correctness and new orientation of child support.  In the meantime, designing a 

child and family-friendly, learning city has become a widely accepted strategy. 

As part of this, both a Youth Parliament and a Children's Commission were set 

up by the City Council. Members of these two committees pick up topics that 
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interest children and adolescents in particular. These activities complement my 

efforts to make our city for children and families lovable and liveable.  

Since 2005 my hometown has to master the enormous migration of refugees 

from war zones. In the last 3 years, approx. 6,000 migrants found refuge in 

Salzgitter, increasing the total population by 6% within these 3 years. The 

integration of these refugees will become our next major challenge. 

In summary, I think that it is very rewarding when visions inspire inhabitants of 

an entire city to participate in the decision making processes. My vision of a 

child and family-friendly city has become reality. However, there is no time to 

rest. Health care is an ongoing challenge to cherish, nurture and develop being a 

great tasks in urban city planning. Finding the right way of communication, 

cooperation and consensus, motivating the hearts and minds of different 

stakeholders, aligning their strengths into the same direction are the key 

elements of success. The present generation of adults must have convincing 

concepts in preparing children for future life. Therefore, the matter of children 

and adolescents must be placed in the centre of new societal concepts.  

 

 
Klingebiel family 
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77. An appeal to strengthen Children's Commissions and political 

awareness 

Sylvia Fiedler, journalist, child and youth officer, Municipality of 

Salzgitter, Germany 

In the last decades, more and more municipalities have put children's rights and 

child- and family friendly care on their list of priorities. The institutions 

involved adults in local governments who certainly pursue their work with most 

honorable intentions to the best of their conscience. However, they usually do it,  

convinced that they know best what children and adolescents need for their well-

being. This assumption holds true for many systemic and elementary areas in the 

life of children, such as safe guarding, hygiene and education. However, there 

are limitations to this dominating role of adults when their official activities and 

rules interfere with the interests of children and adolescents.  

Taking the child's well-being into consideration above and beyond the UN 

Convention on the Rights of the Child (UNCRC, 1979),1 Ottawa Charter for 

Health Promotion (1986),2 African Charter on the Rights and Welfare of the 

Child (1999),3 and UN Convention on the Rights of People with Disabilities 

(2006)] has found its way into many articles, e.g. reflecting the norms and 

standards of CRC Article 24, also addressing children’s rights to health.  

In order to protect the interests of children and adolescents against competing 

interests of other age-groups of citizens, children's commissions were 

established in many European countries. A national commission of children 

was established by the German Parliament (Bundestag) in 1988. However, only 

28 years later, a Children's Commission was formed on the regional level in 

Lower Saxony which became one of the earliest of the 16 federal states of the 

Federal Republic of Germany to show more than a mere gesture of good will for 

the implementation of children's rights. The Children's Commission of the 

Bundestag gathers information from invited experts for discussions in order to 

develop its own views. At best, however, it produces recommendations or 
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memoranda of understanding, thus, publishing policy papers and establishing 

signals for the public. It has to be questioned if this is enough to improve child 

health. The children's commission views itself as a partner of non-governmental 

organizations (NGO) and associations "that work for the interests of children 

and young people" (https://www.bundestag.de/service/suche?suchbegriff=kinderkommission). 

Thus, the Children's Commissions undoubtedly are lobbying for children on the 

level of national and regional parliaments. However, these commissions cannot 

bridge the gap between the legal and the real world on local level. Both 

institutions are too far away from children's homes. This dilemma was 

recognized by different child representatives from all over Germany. In 2010, 

they joined forces in a nationwide network for the implementation of children's 

rights at local level and brought their extensive expertise from their own sphere 

of interest and competence. Based on their experience, the "Federal 

Association for the Representation of Community Children's Interests" has 

developed quality standards for municipal organizations representing children 

and adolescents. These should be used as practical working guidelines for 

decision-makers in cities and rural communities. However, the best 

recommendations are of little use, if children and adolescents cannot live their 

full rights or at best to a limited extent. Due to that politically powerless status 

they depend on those adults who should accompany and support them. 

One important step into the right direction was the  organization of children's 

committees on those societal sites where adult people work daily with children 

and families. Thus, these adults know the local needs and concerns, experiences 

and life situations at first-hand. In that sense, they can fully represent genuine 

interests of children and families. If, as in my city, members of the youth 

parliament and child and family representatives actively cooperate in the 

children's commission, then participation is given the right priority. 

Effective changes for the well-being of children can only be realized on 

grassroots' level with the knowledge of specific living conditions of children and 
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families. It requires more than a declaration of intent from different stakeholders 

to improve the well-being of children and families to meet their needs. These 

concrete initiatives have a great chance to become successful if supported - as in 

the city of Salzgitter - by the Mayor who had made child and family friendliness 

a matter of his own interest, and who integrated the representation of child 

interests in a cross-sectional network instead of making it an isolated task force 

in many competing and counterproductive everyday actions. Structured 

organizational components such as the position of a child adviser at a 

prominent place in the city administration who works also as a coordinator for 

the Youth Parliament and the Children's Commission can substantially help 

to transform political good will into practice. 

Last but not least, a decisive role for establishing child- and family friendliness 

must be established by a combined activity of governments, civil society and 

culture. This refers to the key role of societal consent concerning the fact that 

adults must empower children and adolescents. Empowerment does not mean to 

give power to children who are unprepared for sharing power. Instead 

empowerment should aim at training children to develop civil courage, social 

responsibility and political visions, thus preparing children for adult life.  

         Sylvia Fiedler 
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78. An appeal for implementing preventive social assistance and welfare 

programmes for European children challenged by behavioural disorders  

Danielle Jansen Dr., medical sociologist, assistant professor at the 

University of Groningen, Department of Sociology and at the University of 

Groningen, University Medical Centre Groningen, Department of Health 

Sciences and Department of General Practice, Groningen, The Netherlands. 

President of the Child and Adolescent Public Health section of the EUPHA 

(European Public Health Association). 

In the past years, I have often heard sad stories of adolescents who grew up in an 

unfavourable environment with poor parenting that was lacking safety and 

caring. Unfortunately the health care system had noticed too late the alarm 

signals of vulnerability and instability of the families. Thus, the "RED FLAGS" 

were shown only when the processes of social disintegration had already 

reached a point of no return. Tragically, some children and adolescents had been 

referred from organization to organization because of "unmanageable" 

behaviour. Once becoming a young adult, they had developed an individual type 

of feelings and mind set as well as point of views which were shaped by deviant 

norms and values and by rejection of the informal and formal health care 

network, a mental process reflecting serious past and future psycho-social 

problems. 

I believe that each child comes into life with many characteristics and chances 

for becoming  a joyous human being: in essence, at birth every she or he is 

sweet, lovely, happy and beautiful and he or she has a unique character during 

infancy that makes him or her a special child and adult. It is the society’s duty to 

do everything to keep the treasure of childhood or to restore it when these 

beautiful basic characteristics are lost.  

Parents, grandparents and other relatives have to ensure that the conditions for a 

warm and safe growing up are optimal. However, they are not the only ones who 

must show social responsibility. This means that the community has to invest 
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seriously in preventive and therapeutic care to helping those children, who show 

symptoms and signs of behavioural disorders and those who have no problems 

yet, but where the chance of getting behavioural problems is considerable 

because of the unfavourable environment in which they grow up. There must be 

dedicated and well trained social workers in each community who live close to 

the "at-risk-families" and who must inform the child health care services that 

their family environment is instable. All care givers should avoid to blame and 

condemn children and adolescents based on their behaviour because these 

children may be the only healthy members in their family. The underlying 

reason of this seemingly paradox conclusion is the philosophical fact that the 

initial misbehaviour of affected children is usually an alarm signal and thus, by 

its nature, a healthy "signal behaviour". If these signals are not recognized by 

people living close to the families or if they are "overlooked" by society, then 

there is a risk of a never ending story with many loops in child health care 

services.  

As active members of a community, all adults should try to embrace children 

and adolescents with serious behavioural problems and show empathy and 

understanding for their situation. Nowadays it happens too often that affected 

young people are excluded from many social activities such as schooling and 

vocational training because of their unfavourable background and behaviour.  

I plead that child and adolescent health care services should be designed in such 

a way that children and young people are identified as quickly as possible when 

they grow up in an unsafe and unhealthy environment. After this official 

signalling, professional caregivers have to do everything to make the home 

situation as safe as possible and to restore self-esteem of the child by appropriate 

measures of empowerment. This is only possible if professionals and the general 

society see and treat "difficult", poorly integrated children and adolescents with 

empathy.  
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Ralph, Emily and George, children of Danielle Jansen, jumping for joy 

 

Helping young vulnerable and maltreated children will not be successful if 

caregivers invest solely in parenting programs and behaviour interventions. The 

pyramid of Maslow's hierarchy, a widely used and recognized theory for 

investigating the needs of human beings, including children, confirms this 

statement: safety is only one small part of the basis of the pyramid which will 

support a healthy psycho-mental development. Besides this, more investments 

must be made by society to strengthen feelings of empathy, human bonding and 

belongingness, and the attitude of mutual respect. I think this is the only way to 

achieve the ultimate goal of happiness in every child.  

Therefore, I think that child and adolescent health care services in European 

countries should invest more in creating a child and family friendly atmosphere 

at all public places and institutions fulfilling the children’s and adolescents 

needs for love and belongingness, age dependent development and growth as 

well as establishment of self-esteem to prevent children from becoming abused, 

neglected, damaged or traumatized and to help those less fortunate children who 

require rehabilitation.  
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79. Access to adequate quality of healthcare for all children, despite any 

social prejudices... 

Tudor Lucian Pop, Professor, 2nd Paediatric Clinic, University of Medicine 

and Pharmacy “Iuliu Haţieganu” Cluj-Napoca, Romania 

Working as a paediatrician with a sub-specialty in gastroenterology, I frequently 

treat cholestatic infants. Biliary atresia is the main cause of severe neonatal 

cholestasis and can frequently lead to the need for liver transplantation to allow 

long-term survival. In Romania, liver transplantation in infants remains a 

problem that is not yet fully resolved. However, in the last 10 years, great 

progress has been made in the care of these infants who can live a normal life 

after surgery (Kasai hepato-porto-enterostomy ) if performed early after birth. 

Other children still need liver transplantation and this can be done at a later stage 

by cross border health care in foreign centres and less frequently in some older 

cases in our own transplant centres. 

After many years of diagnosing and guiding parents of infants with cholestatic 

jaundice, I remember that one day, a few years ago, a  two months old girl was 

admitted to our hospital. She was sent to us with jaundice and acholic stools. 

Her mother was only 14 years old and her father being also a minor of 15 years. 

Thus, I was confronted with one little girl and two adolescents from a 

disadvantaged community living in the outskirts of our city. This community 

had its own rules, a great mistrust in all state authorities, including physicians. 

There was a high percentage of vaccination refusal and the general state of 

health was poor. 

After taking the medical history, the clinical laboratory examinations and 

imaging tests revealed the diagnosis of biliary atresia. On the one hand it put me 

into a dilemma because we had made the diagnosis immediately and I could try 

to refer the infant for surgery in time. On the other hand, it was not beneficial for 

me, knowing that the medical problems were increased by serious social 
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problems that could lead to an unfavourable development. One of the main 

problems was the fact that both parents were immature adolescents. Thus, we 

asked the grandmother to sign the document of informed consent for future 

therapeutic interventions. Under no circumstances would we have expected this 

to become the main obstacle to continue treatment. The grandmother refused to 

sign the document. The grandmother argued: " Who guarantees that the newborn 

will be well after surgery? No, I totally refuse to give my consent." I told her 

that the whole medical team was convinced, both by experience and literature, 

that without such intervention, there was no chance of  survival for more than 

three years. 

Supported by the local representatives of the Child Protection Agency and after 

many discussions, we finally received permission for the surgical intervention 

according to Kasai. Everything went well during surgery and without any 

immediate post-surgical problems. The child returned home, where due to the 

help of the social care workers, all necessary things had been provided for in a 

small room for the infant girl. 

Everything went well for the next years and, fortunately, the success of the 

initial surgery made liver transplantation unnecessary until the age of  5 years. 

She belonged to those 15% of our patients who did not need liver transplantation 

after Kasai intervention. I remember the day when a  big, happy and joyful girl 

came to my outpatient clinic, and hence coming back at regular intervals to be 

protected from cholangitis and other complications such as liver cirrhosis. 

Every time I think about this case, I wonder why not all children in the world 

can receive the best possible health care. Paediatricians must try and grasp 

everything to offer the best treatment modalities, the best care, regardless of 

many obstacles and problems that may arise from social and societal 

discrimination and neglect. Health education and international social 

responsibility must help all children, families and their care givers, so that all 
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children can benefit from the best quality of health care everywhere in the 

world. Every child matters! 

 

80. Teach and train for community approach in paediatrics: shifting from 

basic to social science 

Manuel Katz, Head Physician, Maternal and Child Health Department, 

Southern Region, Beer Sheva, Israel  

From the very begining in 1972 of my career as an ambulatory care 

paediatrician I understood that the complex triangle of the child, family and 

paediatrician during both mild or complicated diseases, was  related to the 

interactions of the child in a changing society. I always understood that the 

family's paediatrician plays a cardinal role in coping with different challenges of 

childhood development, but was I really prepared for such a responsibility? 

Child health services and training of paediatricians around the world, and 

specifically in European countries, have focused on hospital settings. However, I 

believe that there is a need to shift from paediatric training in hospitals to a 

community based approach. 

The fact is that " new morbidities", family dysfunction, learning disabilities, 

emotional disorder, functional distress, educational needs, as well as  all 

paediatric chronic conditions,  have recently become the dominating challenge 

for paediatricians. There is a need and a great potential to improve health care 

and medical care of children and their families.  

Paediatric departments of hospitals are responsible for managing serious 

paediatric problems, with increasing numbers of subspecialties developing over 

the years, reaching 38 different subspecialties in Europe. The hospitals have also 

held the exclusive right for accrediting paediatric training 
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The grandchildren of Manuel and Ana Katz 

 

.  

By contrast the management of general paediatric problems in the community is 

organised by primary care paediatricians - most of whom having not completed 

any subspecialty training - and by family practitioners. My own experience 

showed that the majority of time of general paediatricians spent in outpatient 

settings, was devoted to common acute illnesses and preventive care visits. At 

the primary care level paediatricians are working in general polyclinics or 

comprehensive paediatric service centres, with no time to properly assess and 

manage non-acute developmental, behavioural and well-being problems, which 

almost invariably are more time consuming. Therefore developmental, 

behavioural and psychosocial problems have not been appropriately managed in 

the past. As parents began turning increasingly to paediatricians with their 

concerns about children’s development and behaviour, as well as chronic 

illnesses, the paediatricians found that they lacked training, knowledge and skills 

to deal with these issues of concern..   
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Paediatric care of today occurs mostly in the community, and this move from 

hospitals and poorly equipped polyclinics to community care centres must 

clearly involve issues of paediatric education and service organization wherever 

child health care is practiced. 

 

I think that we must improve health outcomes of children and their families by 

increasing the ability of paediatricians and other child healthcare providers to 

respond to the universal health and developmental needs of children. These 

changes must involve a series of new strategies which have to be initiated by the 

paediatric community, the health maintenance organisation (HMO) 

management, political institutions and other sources. 

It is time to include developmental-behavioural paediatrics as a core part of 

primary and community paediatrics on all three levels of educational activities: 

Developing and implementing a community paediatrics component in paediatric 

training; continuing medical education for existing  paediatricians and develop a 

new leadership and governance in this field.  

Our colleagues, parents and families must be supplied with evidence based 

knowledge and information. The format and content of teaching and training 

must be adapted to each target group, and the will have to be adapted to future 

societal developments and current public interest. Policy changes should 

integrate community paediatrics in the paediatric residency requirements: An 

increased number of paediatricians is needed, participating in regional forums 

related to child health. These local, regional and national centres must have a 

multidisciplinary basis including  educators, welfare officers, non-governmental 

organisation (NGO) agencies, politicians, and child commissioners. 

Shifting from 'Paediatrics" to "Child Health Care " based on a social and 

community approach is our new next big challenge! 
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Anke Jones with her daughters Eve and Maja 

 

81. Let’s continue creating an environment that enables change!  

Anke Jones, MA in Person-Centred Counselling (BACP registered), MA in 

Performance Practice and Analysis, BA (Hons) Drama, Dance and Theatre 

Studies, Wrexam, North Wales, Great Britain. 

I have worked as a Wellbeing Co-ordinator and Person-Centred Counsellor with 

vulnerable young people who are either at risk of permanent exclusion from 

education, for reasons that are embedded in social-economic and welfare issues, 

or who have experienced bereavement and trauma, struggle with their mental 

health, or struggle with other medical conditions. I have faced an eye-opening 

reality based on fear of change, dis-engagement and fear of vulnerability and 

pain.  Change and loss are part of life. We are continuously part of creating and 

living in an environment that promotes change. I have trust in this process and in 

the young people. I am fortunate enough to be part of a holistic, consistent, calm 

and caring team of professionals putting the vulnerable client into the centre of 

their work. 

 I remember working with the young boy MB, aged 14 years who had never felt 

heard before joining our team. He would fly off the handle at anything and 

anyone who challenged him. No time was taken to build a relationship based on 

trust and transparency. It was time to change this! Being non-judgmental, taking 

time to build a positive relationship with clarity, unconditional positive regard, 
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empathy and boundaries was essential. I reflected back what he communicated 

through his way of behaving, rendered as misbehaving. He in return could hear 

and see what was happening with me. This enabled MB to have time to process 

and realise that he had a choice. After 10 months of working together, he 

developed and applied skills of more effective communication. We managed to 

face the challenge of confronting his emotional impulses and outbursts. I was 

given permission to be present, validating his feelings, his way of 

communicating anxiety, helplessness, anger and fear. His outbursts were never 

personal! 

I believe, that the responsibility of adults to safeguard and support adolescents 

should have priority in child health care. Dix et al communicated in 2017: 

“When the adults change, everything changes”. Our adult behaviour has an 

impact on children’s behaviour. It is that simple. We can choose to be positive 

role-models, accept we make mistakes, apologise, reflect out loud. All this can 

have a positive impact on our relationship with young people. It is a way of 

being, hearing and feeling. If I get things wrong, I will learn. We all never stop 

learning. Young people hear this from me a lot. MB knew that I was fully 

present. I cared and was truthful to him and true to myself.  

Enough damage has been done to children who are vulnerable and are 

considered “underprivileged”, and they in return have continued damaging 

others and themselves. It is our responsibility to give them time to heal, forgive 

themselves and build on resilience to potentially thrive and choose to live life to 

the best of their ability, as fully functioning members of our communities. All 

our feelings are valid and deserve respect and recognition. This is based on basic 

human rights. One flows into another, enabling change to occur. 
*names and identifying information have been changed to protect privacy 
** Paul Dix. When the Adults Change, Everything Changes: Seismic shifts in school 
behaviour. https://www.amazon.co.uk/When-Adults-Change-Everything-
Changes/dp/1781352739 
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82. New Environments - New Morbidities - New Narratives  

Juergen  Bilger MD, primary care paediatrician, expert in psychotherapy 

and environmental medicine, member of German Oekologischer 

Aerztebund and Greenpeace-D, Hannover, Germany 

I remember a family attending my practice for repeated attacks of bronchitis of 

their 10 month old daughter. Her parents were very concerned about the failure 

of symptomatic therapy and asked me if the symptoms could be related to toxic 

environmental substances at their flat. The family lived in a slightly wet 

apartment in Hannover's most busy street with > 24.000 vehicles passing by per 

day. The clinical examination revealed minor failure to thrive. Laboratory tests 

showed very mild anaemia, normal immunoglobulins and antibody titres. The 

only unusual findings were slightly elevated blood concentrations of benzene 

and lead. The parents panicked despite our attempts to calm them down. They 

moved "head over heels" from their apartment to a wooden rural house next to a 

lake. However, the clinical condition did not improve and coughing persisted. 

After a while I checked the blood concentration of benzene and lead again, and 

repeated all the other tests. There were no abnormalities anymore but a striking 

elevation of pentachlorophenol (PCP). Later , it turned out that the family had 

bought a house which had been excessively treated with wood preserving 

substances containing PCP. Thus, the family felt as if it had "jumped out of a 

frying pan into the fire". Unfortunately I never saw the family again and have no 

knowledge of the end of the story. 

 Why do I choose this unsolved case for my manuscript? In fact, I do not want to 

discuss the differential diagnosis of persistent coughing. Instead, I want to draw 

your attention to my observation that families are becoming more aware of 

environmental threats which may negatively affect their own or their children's 

health. What can we learn from this narrative? There are several answers. 

Firstly, the parents may have suffered from "German Angst", or more 

specifically from the non-specific fear of intoxication that may have spread from 
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the media to the family. Secondly, my extensive search for toxic causes may 

have been due to the consequences of dysfunctional communication between me 

and the family, and the elevated concentrations of toxins may nothing have to do 

with the bronchitis. Thirdly, the "odyssee" of the family may be associated with 

an over-protection and the wish to find the cause of a  mild disorder. 

 

   The Bilger family 

 

Western civilizations are drifting towards new environments, leading to new 

morbidities and inducing new narratives. Sociologists,, philosophers, 

ecologists and health-activists accentuated different, but similar threats 

concerning health and health care services. They claim that child health is 

endangered by globalization, digitalization, mobility, acceleration, 

virtualization, denaturation,  singularization (one–child-families, two-person-

households  etc., to name just a few). I have seen many of these trends in my 

own practice where I worked as a primary care paediatrician. I had learned from 

Robert Haggerty of the International Pediatric Association (IPA) who visited 

Hannover 20 years ago that there was a shift from classical infections to chronic 

diseases and new "epidemics" like attention-deficit hyperactivity disorders, 

youth criminality, psychosocial dysfunctions, drug-induced and environmental 

diseases. Furthermore, the global burden of disease studies in 1997 showed and  

confirmed 20 years later this worldwide shift from communicable to  systemic 

diseases as leading causes of disabilities and death, e.g. arteriosclerosis, low 
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back pain, stress, depression, obesity/diabetes. Primary care paediatricians 

identified already 30 years ago a decrease of physical activities and 

psychomotor abilities of children who were driven by media-abuse, obesity, 

"home-ification“, "game-ification“, restriction of action-space and "nature 

deficit". Primary care paediatricians criticised parental behaviours such as 

overprotection, over-use of drug-  and other therapies. We also wrote critical 

comments to political parties because of the obvious  ignorance and 

complacency of politicians with respect to the upcoming crises of child health.   

Child-poverty increased in many affluent societies such as Germany - up to 16% 

of the population live in poverty - leading to risks in their family environment, 

health status, and education. This trend started at the turn of the Millennium, 

increased during the economic crisis in 2008 and perpetuates since.  

Persisting climate changes will also be followed by health risks affecting 

especially young children. Heat stress, imported tropical diseases, diarrhoeal 

diseases will rank among  the main roots of diseases. My list of actual and future 

health threats is incomplete. Primary care paediatricians began to collect data on 

the changing spectrum of childhood diseases in the early 1990ies and first 

results were published in the early 2000 with a list of about 15 entities.1 I 

conclude that it wasn't alarmism, but scientific facts which have since been 

confirmed. Unfortunately we had failed  to bring these issues to the attention of 

the media, politics and families. By contrast, we  diagnosed an ongoing, even 

growing threat originating mainly from an unhealthy environment (e.g. a 

discrepancy between reality and virtual reality).  

In summary, I think that the environmental topics (e.g. toxins, risky lifestyles 

and bad media) were, are and will be the major challenges for paediatricians, 

other health workers, politicians, journalists and parents. They must give priority 

to this topic when discussing child health care. Improving our environment 

should become our main concern in order to protect our children from harm. 
Bilger J. Neue Umwelten – Neue (Kinder) Krankheiten. Umwelt-Medizin-Gesellschaft, UMG-Verlag, 
Bremen, 2002,No 33  
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Doors separate the inside from the outside. 
Doors open both ways. 

Doors can protect. 
Doors may imprison. 

 
 

 
  

This is the door of a 200 year old palace with two huge columns on either side.  
 

Some doors are mostly left open and have no lock. 
 

The open door policy in companies  
means that the doors of the directors' rooms  

are always open to their staff members. 
This policy is not transferable to hospitals.  

Patients need privacy to recover from their diseases,  
and care-givers from demanding professional activities. 

 
The open ear and open heart policy  

matters above all in paediatrics.  
 



 280 

83. The privilege to be a paediatrician 

Reinhold Kerbl Head of Department of Pediatrics and Adolescent 

Medicine, General Hospital Hochsteiermark/Leoben, Austria 

I remember quite well: It was my second year as head of a pediatric department, 

and I was doing some admistrative work in my office. Suddenly, my phone rang 

and I picked up the receiver:  

"Hello" ? 

 "Hello, this is Sarah speaking." 

"Nice to hear you. What can I do for you ? 

 "I would personally like to get to known to you." 

Sarah's voice sounded quite young. At that point, I thought of some kind of 

„hotline“ and considered finishing the conversation. However, something told 

me that this was something different …. 

"Sarah, how old are you ?" 

 "I am fifteen." 

"And why do you want to get into contact with me ?" 

 "It's because you were the physician who treated me when I was a baby. 

 Maybe you remember.  

 I had a neuroblastoma." 

I remembered. 

 

Two weeks later, Sarah came up to my office together with her mother. She 

brought along some chocalate, and I made coffee. Then we had a long an intense 

conversation. Sarah wanted to know everything about her tumor: How it was 

diagnosed, the rationale about treatment, any complications that had occurred, 

whether she had cried a lot, and much more. 

Since then, Sarah contacts and visits me (without her mother) at irregular 

intervals in my office. To tell me about her progress at university, to introduce 

her boyfriend to me, to show me pictures of her dog, or simply to chat a bit …. 
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I consider this as proof of trust and a special privilege. 

This leads to the question how far we as pediatricians should make friends with 

our (previous) patients when they reach adulthood. 

I think we have to be very careful when discussing the issue of how much 

„distance“ is needed. As pediatricians, we have the privilege not only to care 

about the body of children and adolescents, but also to „touch“ their mind and 

soul. 

Several years ago, one of our students published a survey on „How to dress as a 

paediatrician?“ 1 It turned out that children AND parents preferred a casual 

dress. This was not surprising for me. It was, however, a surprise that the 

parents‘ trust in a formally dressed doctor was not higher. This observation is 

in contrast to findings at non-pediatric departments. 

This obviously means that for pediatric patients and their parents the 

pediatrician’s „appearance“ is by far less important than his/her "approach" to 

patients and their families. Empathic listening and counselling are equally 

important as cautious „handling“, both are a prerequisite to achieve the trust of 

children and their families. 

In our era of a shift from the work-life-balance to a work-money-life balance, 

the profession of a pediatrician appears to be little attractive for many, especially 

male colleagues. To be a pediatrician, however, means much more than to 

examine and treat children. 

We should be well aware that we as pediatricians "touch“ children and their 

families in many ways. 

And this is a special privilege ! 

 
1. J.Hofmann, H.Zotter, R.Kerbl (2012) How to dress as a pediatrician ? Acta Paediatrica, 
101, 1260-1264. 
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Eye contact and child friendly "distance" during interview 

 

84. The art of conversation or the secret of empathy  

Antje Starost1  & Hans Helmut Grotjahn2, filmmakers, Berlin, Germany 

 

We live and work as freelance filmmakers in Berlin. For almost 40 years we 

have produced documentary films for a cinema audience, TV and educational 

institutions. At more than 60 international film festivals around the world, our 

films were invited and received awards. 

In recent last years, we have focussed on documentary movies such as: 

- Der Diplomat – Stéphane Hessel (The Diplomat - Stéphane Hessel), author 

(Indignez-vous!) and Ambassador de France, 

- Geschichte einer Liebe – Freya (Love in the Time of Resistance – Freya von 

Moltke), 

- Chaupi Mundi - Die Mitte der Welt (Chaupi Mundi – La Mitad del Mundo), 

which is describing the life of an indigenous young girl living in Ecuador. 

In another movie "7 or Why I exist" we present the explanations of 7 children 

from all over the world on how they see the philosophical sense of their lives. 

Yet, aren't children too young to become philosophers? We have interviewed 

more than 200 children before selecting these seven children for our 

documentary. We conclude from our experience that adults must learn that 

https://webmail.mh-hannover.de/owa/redir.aspx?SURL=NeBlBf8GpQ8brDUN25saYdZf7ETsAgzcKDILvwrn3g78Pw8Wce3VCGgAdAB0AHAAcwA6AC8ALwBmAHIALgB3AGkAawBpAHAAZQBkAGkAYQAuAG8AcgBnAC8AdwBpAGsAaQAvAEkAbgBkAGkAZwBuAGUAegAtAHYAbwB1AHMAXwAhAA..&URL=https%3a%2f%2ffr.wikipedia.org%2fwiki%2fIndignez-vous_!
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children are extraordinary philosophers. This is why we made our film of 

and with children, however, we did not present a film about children. 

We believe in the art of conversation and the secret of empathy. These beliefs 

have become our essential "tools". We see ourselves as calm observers having 

developed a special way of working giving our films their own character. We 

give no commentary, do not appear in the picture and hence our questions are 

only indirectly accessible for the viewers through the answers of the interviewed 

children. We rely entirely on the expressiveness and stories of our protagonists 

turning pictures and sound into a film narrative. We make documentary movies 

written by lives. 

How do we make documentary films? Our answer reads: By speaking with 

children in a calm and collected atmosphere. And how do we talk to them? Our 

answer is simple: We aim at communicating on equal footing. When we shoot 

films by and with children, our focus does not lie on the camera, but on the 

conversation. This makes the camera for the children after a short time 

unimportant. 

Creating an eye level contact is actually a matter of naturalness for us and it is 

one of the essential prerequisite for our way of communication. Children have 

an extraordinary sensitivity and open feeling of empathy, and also a so-called 

"seventh sense" when the distance between them and the interviewer trespasses 

the "cordon psychologique". When children feel that their friendly adult 

"opponent" wants to honestly know something relevant, they start with great joy 

and imagination to search for their otherwise hidden thoughts, dreams, feelings 

and fears. Children have an inborn, innocent and naive way of thinking which 

lies dormant in us adults because our thoughts are dominated by life experience, 

logic thinking and conventions. This is why we adults and filmmakers took 

benefit from the particular perspective of the seven children, retained in each 

one of us. In these precious moments, we could rediscover the treasures of our 
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own youth. From this moment on, an internal discovery tour via the principle of 

eye-level contact between children and us began to  work perfectly well. 

In our movie "7 or Why I exist" we have embarked on an unknown terrain. 

Together with these children from different corners of the world we asked 

genuine questions that were valid for ourselves. We asked the children about 

dreams, the meaning of their being in this world, about fears, environment, 

future, happiness, time, growing up, death, etc. These special questions and our 

way of listening, surprise, wakefulness for verbal and non-verbal signals, 

empathy and one hundred percent emotional presence created the basis for 

mutual understanding and happiness during our work. It was neither the 

journalistic interest for a sensational story, nor a well prepared script that proved 

to be the key and the secret of our success, nor was it a well prepared scenario 

with an "artificial game of  questions and answers". In fact, we aimed at 

simplicity and humbleness. It was the spontaneous conversation itself that 

needed time and serenity to develop an atmosphere full of thoughts, visions and 

truths. 

The following quotes of seven children were taken from our movie "7 or Why I 

exist". 

"I often think about it, why is it all? How is it that there is an Earth, why is there 

a galaxy, how come? There really should be nothing. And if there is nothing, 

why is there nothing? That's always complicated for me. And sometimes I think 

about that. And I think it's so weird, there's got to be some reason why we're 

alive here, why am I sitting here now and answering your questions. Why? I just 

could not be there. How about that, if there is no human being, no earth, no 

planets, no galaxies, just nothing." 

 

"I do not really know that. That's really a good question: why am I in the world. 

Sometimes I ask myself that." 

 



 285 

"You are born, you close your eyes and immediately you are 4 years old. That's 

weird. " 

 

"And in the kindergarten, we always argued who goes to school first. Then we 

came to school together. And so I thought so, well, why did I actually argue? It's 

not that great. " 

 

"Well, I do not even know the advantage of being a girl. Maybe not yet, I do not 

know. Maybe there will be another advantage. I am not sure." 

 

"Why do you have to be right? You just want to enforce your opinion. You want 

to prove that you have knowledge and that you want to be right. Through your 

knowledge. " 

 

"But you also do not know why you were born. Because, you can not prove it 

scientifically, you can not say it, and you cannot explain it ... " 

 

"Yes, I am here to find happiness. Like everyone else on this earth. But I really 

do not know what my luck will be. " 

 

"So from my point of view, I am in the world, because I should also try to make 

the world better. And that's what every man should do. And he was born for that. 

To improve something. But, it depends on whether he does it or not ... " 

 

"Nature is the only thing in the world that has not been man-made." 

 

"So man is both a seed and a threat. Well, he is the blossom and also the winter. 

Both. He can destroy the earth. But he can also rebuild it and make it better. 

But, that's entirely in the hands of the people. " 
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"If there are specialists who are well informed then they will take a spaceship 

and fly to another planet. And when people disappear, the earth stays and has 

its rest. But humans can not find another earth afterwards. So they disappear 

too. "  

 
1 Antje Starost studied educational sciences/media education in Berlin and filmmaking at the 
DFFB (German film and television academy). She founded "Antje Starost Film Produktion" 
as an independent company.  
 
2 Hans Helmut Grotjahn studied Political Sciences at the Otto Suhr Institute of the Free 
University in Berlin and worked as a lecturer for theatre and mass media communication.  
 

The DVD of the movie "7 oder Warum ich auf der Welt bin /7 or Why I exist" with English 
and Spanish subtitles is available in bookstores and on Amazon.  
 

 

Addendum by Jochen Ehrich  

Believing in the art of conversation and the secret of empathy is a basis for the 

work of all people working for the mass media. These beliefs have to become 

essential "tools" when documenting observations in a movie or video. Many 

children are exposed daily and worldwide to violence and to traumatic images 

and news in the media. The internet publishes a multitude of streams of updates, 

videos and images of traumatic events which play an important role in causing 

emotional and psychological distress in children, especially in those children 

who have no chance to talk about it within their family.1  Following the terrorist 

attacks of 9/11 in 2001 in the US a study revealed that young children had 

developed acute stress reactions and post-traumatic stress disorders from 

cumulative exposure to media coverage of the event, even though the attacks did 

not involve anyone they knew personally. 1   

Children are particularly fragile and vulnerable to the impact of traumatic events 

or their mediated representation because they lack skills and experience in the 

management of painful information. Children have different concepts of health 
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and disaster than adults and institutions, depending mainly on their cognitive, 

emotional, social, psychological, and physical development.  If left alone with 

threatening messages, children are less able to fully understand the information 

they had been exposed to. Therefore they may fail to integrate the external data 

into their psychological scheme of coping strategies. Children usually count on 

caregivers to deal with stressors and they want to be reassured by receiving 

plausible explanations for unfamiliar events.  

Moreover, opinion makers in the media need to develop more international 

social responsibility in order to provide, above all, child-friendly information. 

The European Paediatric Association/Union of National Paediatric Societies and 

Associations emphasizes the importance of further raising awareness on the 

risks of children's overexposure to the media.2 

Thus, when filming with and for children, it’s important for filmmakers to be 

trained in anticipating the proper response to children’s questions, how to best 

adapt it to each individual case and the appropriate manner to discuss with them 

the origin and nature of their fears and emotions. However, seeing through the 

eyes of a child and feeling through the neurons of a growing and developing 

human being seems to be a mission impossible for most adult people including 

filmmakers. Aren't children living in their "own world" and isn't their 

world inaccessible to adult persons?   

The ability to make high-level eye and empathic contact with interviewed 

people is a skill every filmmaker should work on when shooting a documentary 

movie of and with children. Filmmakers want to know quickly if their way of 

asking questions is understandable and appreciated. The situation is even more 

demanding if two filmmakers are sitting with their camera and a microphone in 

front of a girl or a boy who is asked to explain why she or he exists.  

Eye contact is a major part of non-verbal communication and numerous studies 

have shown that people who make a good contact at eye level are perceived as 

being trustworthy, authentic, honest, sincere, confident and emotionally stable. 
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Moreover, opposed to shy people who often tend to avoid eye contact, they 

seem to be even more qualified and competent. On the other hand, a high-level 

eye contact may reflect a more patronising and powerful than warm and likeable 

attitude of an interviewer. These thoughts hold even more true when the 

interviewed person is a child or adolescent who should provide a deep insight 

into its "inner world". Penetrating the "cordon psychologique" of the child in a 

demanding and impatient way may block the development of mutual trust and 

respect, and it may create an artificial atmosphere lacking authenticity. 

The situation is even more complicated for filmmakers of documentaries 

because the camera is an eye by its own. An invasive, big and dominating 

camera may irritate the interviewed persons. The documentary movie "7 or why 

I exist" centred around the two eyes of the child, four eyes of the two 

interviewers, the lens of the camera and the so-called "third eye" of the child 

(also called the mind's eye or inner eye). The concept of this speculative 

invisible "third eye" provides a perception beyond an open (and ordinary)  sight. 

In fact, most filmmakers would probably say that it is the inner sight of the 

interviewed person that they would like to discover and to document in their 

movies. 

Why is it that visual stimuli by eye contact will be neuro-biologically processed, 

reflecting a reaction to all people being present, thereby reciprocally creating 

mutual empathy. Research data suggest that human mirror neuron areas in the 

brain use visual and contextual information to predict the intentions of others. 

The research findings also suggest that mirror neuron activity is strongly linked 

to social competence. 2 

Filmmakers are not the only people who are trying to better understand children. 

I think that examining a child in an ambulatory of hospital settings resembles in 

many ways the work of filmmakers who are trying to get the answers from 

children to the questions on how they see their value of existence in this world. 
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Being empathic during a clinical examination of a child is also not as easy and 

comforting as it seems.  
1 Ferrara F, Corsello G, Ianniello Sbordone F, Ehrich J. Pettoello-Mantovani M. Impact of 
distressing media imagery on children. J Pediatr 2016;174:285-286 
2 Ferrara P, Corsello G, Ianniello F, Sbordone A, Ehrich J, Giardino I, Pettoello-Mantovani 
M. Internet Addiction: Starting the Debate on Health and Well-Being of Children 
Overexposed to Digital Media. J Pediatr. 2017 Dec;191:280-281 
3 Kaplan JT. Iacoboni M. Getting a grip on other minds: Mirror neurons, intention 
understanding, and cognitive empathy, Social Neuroscience 2007;1:175-183 
 
 
 
85. Keep in touch but how much is too much? 

Jochen Ehrich 

I believe that eye contact between young patients and paediatricians is more 

important than verbal communication. Entering the patients' room, presenting 

myself with my forename and family name and mission, washing my hands, 

waiting in a certain distance from the patients' bed,  remaining silent, observing 

the atmosphere in the room, looking into the eyes of the infant or young child, 

waiting for the non-verbal message which may by a shy smile, a curious but 

short glimpse, an invitation to come closer or she/he may turn her/his head to the 

mother as if she/he wants to asks: "What does he want, Mama?"  

I am waiting for the mother to respond to the child's question. How will she 

answer the question? Her answer will tell me a whole story on how the family is 

able to cope with the current situation of having a sick child. Her answer may be 

cool, nervous, frightened, expressing hope, impatience, anger or panic. Will the 

mother invite me to come closer or do I have to speak to her first before 

approaching the bed? I have nothing in my hands, no instruments, no syringe. I 

have developed an attitude to put the right hand into the pocket of my gown and 

my fingers are playing with something that makes a high tone. It is the tuning 

fork that I use both for testing the patients hearing capacity and for tuning my 

guitar at home. Usually, the patients' eyes turn from my face to my right hand. 

Slowly, I take the tune fork out and I do another "ping". Looking at the mother, I 

https://www.ncbi.nlm.nih.gov/pubmed/29637892
https://www.ncbi.nlm.nih.gov/pubmed/29637892
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slowly walk towards the bed of the patient and stop at the bed side, putting my 

right hand and fork on the mattress. After having listened to the mother I turn 

my head to the child and I put my hand on the child's shoulder as if I would 

mysself start undressing the child. Immediately the mother comes closer and she 

indicates that she would like to undress her child. With a friendly smile I shake 

my head and tell her that I know how to undress a baby and that I would like to 

do it myself because I could learn so much from it about the different body 

functions of the child without performing a standard medical examination. In 

most cases, both the child and the mother give their permission to go on with my 

way of penetrating their "cordon psychologique".  During this type of 

examination, my warm and soft hands play the key role in adapting to the child's 

body and in convincing the mother that I examine the child without 

embarrassing or frightening the child. 

In fact, my examination seems to resemble the empathic and passionate stroking 

movements of the parents or other family members. However, I am a stranger 

and the fear of body contact with unrelated people is part of our culture. In some 

countries like Italy, the acceptance of a close contact between two unrelated 

persons in public is well tolerated, however, even there are rules and exceptions 

to it. The expression keep in touch means staying in social contact but how 

much body contact is too much? The fear of body contact is widely spread and it 

makes sense in a hospital where everybody knows that infection usually spreads 

via the unwashed hands. 

How much body contact is too much, and from what age onwards is it 

unreasonable or even embarrassing? A typical stereotype movement of older 

people is to gently touch the forehead of a young child. I once did it when I had 

to treat a 66 year old woman who immediately looked at me with an 

understandably "I beg your pardon?" I apologised and explained to her that I am 

a paediatrician and not a general practitioner. She understood immediately and 

we both starting laughing with me blushing. 
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I think that eye and hand contact are the key elements for a successful 

examination of neonates, infants and young children. Starting with all types of 

pleasant examinations is a must, and all unpleasant manoeuvres of a clinical 

examination should wait until the end of it. The quality of auscultation 

completely depends on the child being relaxed and silent. Inspecting the ear 

drums requires a child that does not move its head. The last parts of my 

examination are usually the emotion occupied zones mouth and external 

genitalia. Each clinical examination must be 100% complete. Unpleasant 

examinations must be ultra short and should not be repeated, if possible. 

 
 

 

86. Does paedophilia occur in paediatric care? 

Comment by the editors 

Paedophilia is an incurable  psychiatric disorder in which an adult experiences a 

sexual attraction to prepubertal children. Does it occur in paediatric care? The 

answer is yes.  

Therefore, all paediatricians are advised to examine a child in the presence of 

the parents or another third person. There are occasions when the paediatricians 

will have to discuss private matters of their young patients without  the presence 

of a third persons. In this case a third person should be waiting next-door. 

 

 

https://en.wikipedia.org/wiki/Mental_disorder
https://en.wikipedia.org/wiki/Sexual_attraction
https://en.wikipedia.org/wiki/Prepubescent
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87. This, I think, should have priority in adolescent health care services 

Pierre-André Michaud, Prof. Emeritus, University Children's Hopsital, 

Lausanne, Switzerland 

When I was still a medical student in the late 1960ies, I dreamed about 

becoming a physician dealing with adolescent health care. I had realized that 

adolescence was not only an amazing phase of life concerning growth and 

development but also an opportunity-rich and vulnerable period. At that time, 

such career plans were considered as pure fantasies Ten years later, after having 

trained as a fellow in adolescent medicine in Montreal, Canada, I opened a 

private practice in Switzerland.  

I vividly remember a fifteen-year old girl who was visiting my office shortly 

after I had started my practice. She complained about painful warts on the 

soles of her feet. After having taken care of the warts, relaxed, I asked her “Is 

there anything else that you would like to mention?” Surprisingly she went into 

tears, and all of a sudden she revealed to me that she had to take care of her 

younger brother while her mother was hospitalized (the father had left the 

family). She went on disclosing that she had been raped previously by a friend. I 

shared my sympathy with her and asked her to come back later to discuss her 

situation. In fact, this session was the beginning of a long lasting follow-up care 

including the intervention of the Youth Protection Service, a gynaecologist, a 

psychiatrist, and my ongoing medical and psychological support. Several years 

later, I was invited to her marriage ceremony and one year later I became the 

paediatrician of her first child. What does this true “fairy tale” tell?   

My first lesson was that, despite an unfortunate and health-compromising 

environment, many adolescents cope and lead a fruitful and enjoyable life if 

they receive adequate support by caring adults. The literature on resilience 

indeed stresses the importance of such connectedness*, and even if we, as 

practitioners, cannot "change or save the world", we can offer an honest, 

respectful and empathic dialogue to empower  young people. 



 293 

Health professionals should adequately address the health burdens of 

adolescents. Immediate accessibility to adequately trained physicians is 

especially crucial  for young people from lower socio-economic background and 

for other marginalized youths. Flexibility of appointments is important for 

young people. Providing an appealing environment, respecting the young 

patients‘ privacy and assuring confidentiality are essential. Moreover, the health 

care providers must involve the adolescents in both decision making and 

developing communication skills, which aim at fostering mutual trust. 

 

In my view, all general and specialised paediatricians should be qualified to 

address issues such as substance misuse, contraception, eating disorders, to cite  

a few. Paediatricians  must be trained to collaborate in multidisciplinary teams 

including members of school, social and child protection services as well as 

general practitioners, nurses, gynaecologists and psychiatrists. Paediatricians 

should take the lead in becoming advocates for the improvement of adolescent 

health. 
*Lerner RM, Lerner JV, Benson JB. Positive youth development: research and applications 
for promoting thriving in adolescence. Adv Child Dev Behav 2011;41:1-17. [published 
Online First: 2011/01/01] 
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Aditional comments by Pierre-André Michaud  

The Convention on the Rights of the Child defines a child as any individual aged 

from zero to eighteen years1 and there is now growing awareness that the 

healthcare system should address the well-being and problems of adolescents 

aged 10 to eighteen. In 2015, the United Nations Secretary-General released the 

Global Strategy for Women’s, Children’s and Adolescents’ Health2. Among the 

stakeholders who address the issues of adolescent health (e.g. policy makers, 

those in charge of prevention), healthcare professionals, and particularly 

paediatricians have an important role to play. 

Several documents have been published over the last two decades, which focus 

on how to improve the quality of health care delivered to adolescents, under the 

concept of friendly services and friendly healthcare3 4. They all underline the 

main ingredients, according to the views of adolescents, for high quality health 

care: accessibility, especially crucial for young people from lower socio-

economic background or who are marginalized is crucial, and for all 

adolescents, flexibility of appointments and easy access with public 

transportation are important. Beyond an appealing environment, all the surveys 

run among adolescents emphasize as critical a clear respect of their privacy, a 

professional and friendly attitude and the assurance of confidentiality. A last 

essential aspect of an adolescent friendly approach is the capacity of the staff to 

involve adolescents in all decisions affecting their health, their communication 

skills and their technical expertise. Indeed, if paediatricians consider as part of 

their mission to deal with the health of adolescents, they should acquire the 

aptitude to address issues such as substance misuse, contraception, eating 

disorders, etc. They should also be able to work in collaboration with the school 

system and with adult health care providers, e.g. general practitioners, nurses, 

gynaecologists or psychiatrists. 

These principles should apply ideally to all paediatric health care settings, be 

they paediatric wards, group or solo practices, school health services or health 
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facilities dealing with vulnerable adolescents (e.g. young migrants or those 

living in foster home). Although Europe is far from having met these objectives, 

there are positive signs that the situation is improving. The World Health 

Organization has recently published a series of standards applying to adolescents 

health care 5,6, and the European Academy of Paediatrics has published 

recommendations regarding how to train residents in the field of adolescent 

medicine and health. Also, paediatric societies and other medical institutions 

incorporate in their program various themes pertaining to adolescent health, and 

in several European countries, paediatricians and other health care providers 

have access to training courses, such as for example the ones provided by 

European training in effective adolescent care and health - EuTEACH  

(www.euteach.ch).  
 
 
 
 
1. United Nations. Convention on the Rights of the Child. November 20th 1989 ed: UNICEF, 
1989 
2. World Health Organization. Global Strategy  for Women’s Children’s and Adolescents’ 
Health. 2015:104 pp. Geneva: World Health Organization,, http://www.who.int/life-
course/partners/global-strategy/en/ 
3. Baltag V, Mathison A. Youth-friendly health policies and services in the 
European Region: Sharing experiences. 2010:267 pp. Copenhagen: World 
Health Organization, 
http://www.euro.who.int/__data/assets/pdf_file/0017/123128/E94322.pdf 
4. Ambresin AE, Bennett K, Patton GC, et al. Assessment of youth-friendly health care: a 
systematic review of indicators drawn from young people's perspectives. The Journal of 
adolescent health : official publication of the Society for Adolescent Medicine 2013; 52(6). 
http://www.ncbi.nlm.nih.gov/pubmed/23701887 (accessed Jun). 
5. World Health Organization. Global standards for quality health-care services for 
adolescents: a guide to implement a standards-driven approach to improve the quality of 
health care services for adolescents. Volume 1: Standards and criteria.  2015. Geneva: World 
health organization, 
http://apps.who.int/iris/bitstream/10665/183935/1/9789241549332_vol1_eng.pdf 
6. Michaud PA, Schrier L, Ross-Russel R, et al. Paediatric departments need to improve 
residents' training in adolescent medicine and health: a position paper of the European 
Academy of Paediatrics. Eur J Pediatr 2017 doi: 10.1007/s00431-017-3061-2 [published 
Online First: 2017/12/23] 
 
 

https://www.google.de/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0ahUKEwiDrfHq7q_ZAhUE2KQKHfMxCzIQFggoMAA&url=https%3A%2F%2Fwww.unil.ch%2Feuteach%2Fen%2Fhome.html&usg=AOvVaw0r7vC0hYGsvk_sXKH_uhLH
http://www.euteach.ch/
http://www.who.int/life-course/partners/global-strategy/en/
http://www.who.int/life-course/partners/global-strategy/en/
http://www.euro.who.int/__data/assets/pdf_file/0017/123128/E94322.pdf
http://www.ncbi.nlm.nih.gov/pubmed/23701887
http://apps.who.int/iris/bitstream/10665/183935/1/9789241549332_vol1_eng.pdf


 296 

 
Julije Meštrović ("Hvala" means "Thank you")  

 

88. Pediatricians - from dedication  to a patient with a poor prognosis to 

improving the health of children   

Julije Meštrović, Professor of Paediatric Intensive Care, Vice-President of 

the Croatian Paediatric Society, University Children's Hospital. Split,  and  

Aida Mujkić, Professor of Paediatrics, President of the Croatian Paediatric 

Society, University of Zagreb, School of Medicine, Andrija Štampar School 

of Public Health, Zagreb, Croatia   

My night shift was tranquil, with no new patients or emergency interventions. I 

had a morning coffee with my colleagues and entered the paediatric intensive 

care unit (PICU), which has become my second home. Starting my ward round 

and entering the door of the first room, I saw Sandra*, a five-year old girl with 

severe muscular disease. She cannot breathe alone and her life depends on a 

tracheal cannula connected to the respirator. Sandra sat in her yellow dress in a 

trolley and a nurse was combing her hair. On the back of the trolley were hair-

pins in various colours and the  nurse put two of them in the hair. I was 

approaching her, taking two more pins and putting them into her hair. Now she 

had red, blue and yellow pins. The nurse put a mirror in front of Sandra, and 
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Sandra started laughing and clapping her hands. And then we added more pink 

and green pins. Sandra looked again into the mirror, clapped her palms, laughed 

with no voice, turned her head to both sides and enjoyed the reflection of her 

hair spiked with pins in many colours. It was as if she wanted to say to me: 

"Look at me doctor, life is good, colourful, and all people are my friends. So, 

let's look forward to another day that shines and attracts us with more exciting 

and unexpected joyful surprises". I turned at Sandra and said to her: "Thank you, 

Sandra." 

Physicians have provided health care to people of all ages since ancient times.  

Paediatrics is a relatively new medical speciality on its own. The term 

“paediatrics” derives from two Greek words, pais meaning child 

and iatros meaning physician and healer. There is also another old word of Latin 

origin: doctor, which derives from verb docere meaning to teach. Therefore, 

paediatrics is not only connected with caring and healing.  It also encompasses 

health education and covers growth, development, health promotion and 

prevention of disease.  

Contemporary societies are undergoing faster changes than ever before and child 

health care services are part of these changes. We think that paediatricians 

should be more than advocates of sick children. Paediatricians are important in 

promoting the physical, mental, and social health and well-being of all children 

in the community. International social responsibility means that paediatricians 

should serve children in their own community and elsewhere. It is not enough to 

be a clinician taking care of individual patients, however, being responsible for a 

child like Sandra is one of the most rewarding tasks of paediatricians. 

Yet, it is important that paediatricians expand their focus from one child to all 

children in society. Many factors influence children such as their family and 

school, culture, religious beliefs, economy, environment, and politics. All these 

forces act differently on health and functioning of children.. The public health 

principles should be aim at providing health care in the widest meaning to an 
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individual child and to all children in the community. These  goals must be 

realized by interdisciplinary collaboration with other professionals, institutions 

and parents. Paediatricians need to secure optimal accessibility, appropriateness, 

and quality of health services to all children. Vulnerable children who are 

disadvantaged by biological, social, cultural, geographic or economic conditions 

deserve additional attention.  

Early child development tailors the future life of children until adulthood. 

Therefore, paediatrician must be involved in the health care of children from 

pregnancy to early adulthood. Multidisciplinary teams should be coordinated by 

paediatricians because they have the widest scope of knowledge and 

understanding of the neonate, infant, child, adolescent and young adult. Health 

and welfare of children depend on the ability of families to guarantee a positive 

emotional, physical and social development, however, the families rely on 

adequate support by the community.  Unless there is a well coordinated child 

health care service system, there will be a risk of fragmentation of medical care. 

Competent and empathic paediatricians play a main role in promoting health and 

preventing harm.  

I strongly believe that paediatricians play a major role in shaping the future of 

children if they speak with  one voice to the public and to politicians. 

*the name was changed according to the EU rules and regulations on privacy 

protection  

 

 

89. The individual development of children resulting in behavioural 

differences to the adult world of social norms: an attempt to build a bridge 

between the children's and the medical, psychological and paedagogical 

world 

Holger Ottensmeier, Dr. rer. nat., child psychologist, psychotherapist, 

University Children's Hospital, Wuerzburg, Germany 
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Before adult "experts" begin to talk about disorders in children, they should 

remember that infantile behaviour develops and emerges from the nine-month 

embryonic and foetal life, and that perceptual and physical activity of children 

during postnatal life is decisively shaped in the first 1,000 days by  growth of the 

sensor-motor system and by the environment. On the basis of the protective 

family situation, the child begins on its own to feel, see, hear, taste, etc. by using 

his or her highly individual sensor-motor equipment. This self-generated 

interaction with the environment is only rudimentarily structured by the 

environment and rather strongly influenced by special individual limitations of 

the sensor motor system. 

Sensor-motor experiences are repeatedly triggered by the child, saved as a 

mental imprinting and later internalized as a sequence of trained activities. 

These processes create a spectrum of actions that the child has made himself 

then easily available. Once the circumstances or actions are named by the 

language of surrounding persons, the child will have the opportunity of 

participating individually in social processes. Finally, the individuality of each 

young child becomes visible, and its surrounding people discover his or her 

character and its specific behaviour. 

If this adaptation of the child to its environment is unfavourably altered by 

internal or external influences, then the child tries to arrange or assert itself with 

altered communication with persons or things, i.e. to live in a special way with 

its own self-contained world. Any diverging behaviour can have a different and 

disturbing effect on the parents and on the wider community. At this stage, it is 

the role of paediatricians, psychologists and educators to understand the other 

world of experience of the child. Only then can they offer help which aims at 

bringing together the deviating young world with the adult world of experience. 

In addition, as a result of childlike otherness, reactive familial behaviour and 

relational difficulties in the social environment, further significant problem areas 
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may arise, which can lead to interactive disorders and deviant behavioural 

norms. 

I think that perceptual and behavioural abnormalities should be seen as a 

phenomenon at the intersection of various sensory and neuropsychological 

functions. Overall, the prognosis of children with cognitive disorders varies and 

depends on the severity of the impairments in the "multi-area or multiaxial 

diagnosis", the latter of which is an outdated method of diagnosing, abandoned 

recently. The multiaxial system was intended to help make distinctions between 

diagnoses, but instead created confusion and negatively influenced research. The 

Diagnostic and Statistical Manual of Mental Disorders DSM-5 has combined the 

first three axes into one in order to eliminate the distinctions between diagnoses, 

which helps clinicians, researchers and insurance companies streamline 

information. Clinicians still evaluate patients for the last two axes, just by using 

different tools. The early individual adaptive performance and the psychosocial 

situation of the family plays a decisive role in the indication of appropriate help. 

The necessary diagnostics and therapy recommendations are usually only 

guaranteed in multi-disciplinary and interdisciplinary institutions. Only in 

exceptional situations, is it justified for children to be placed in special settings 

or rehabilitation centres, e.g. for the tactile, visually and hearing impaired. With 

the increasing demand for integration and inclusion, this will become 

increasingly difficult in the future. It is not the "normalization" of children's 

perceptual or behavioural problem that is crucial during treatment, but the 

solution-oriented knowledge and acceptance of their problems, both by 

themselves, and within their social environment. The treatment modalities are 

often not so much dependent on their basic therapeutic principles, but mainly on 

the persuasiveness of the therapist.  
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90. Think about nutrition 

Thomas Lücke, Professor of Paediatrics and Director of the Children's 

Hospital of the University of Bochum, Germany. He is a neuropaediatrician 

with special interests in metabolic diseases and nutrition. 

I believe that paediatricians, as experts in growth and development, need to 

focus more on nutrition and its impact on health and diseases. Especially in the 

civilized Western world, numerous diseases, such as cardiovascular diseases, 

obesity and cancer, are caused by improper nutrition,. On the contrary, diseases 

with a bad clinical course are often related to poor nutrition in those countries 

around the world having a high prevalence of food insecurity. Despite 

preventive paediatric medical check-ups in the Western world, the proportion of 

obese children and adolescents raised up to 30 % in some areas. Today, 

paediatric care is dealing with type II diabetes, formerly known as the adult-

onset diabetes! Ironically, the progressive gain in weight of these children is 

happening under survey of the paediatricians performing the regular screening 

examinations, and the patients' body weight is often documented in the weight 

charts without adequate therapeutic and nutritional consequences. 

Thus, preventive and educational efforts of child health care services must be 

initiated early and should include the involvement of the children's families, 

since both educational level and weight of the parents correlate with the body 

mass index of children. Paediatricians have to ask themselves the questions: "Do 

paediatricians properly educate parents about the consequences of junk food, 

soft drinks, etc.? Do they provide nutritional counselling which is applicable and 

adequate in everyday life situations of parents? Do paediatricians appeal 

sufficiently to the parental role as a crucial mediator of proper nutrition? Does 

the national health care system sufficiently point out the necessity of affordable 

healthy food and the benefits of having regular family meals at home? In second 

and third world countries, parental role models are essential as well, especially 

when it comes to food hygiene issues.  
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Well-presented nutritional concepts are, therefore, important for the prevention 

of food insecurity and health maintenance. As paediatricians, we are fortunate to 

have gained the parents´ trust which is a key issue for primary preventive 

nutritional consultation. The sooner this consultation starts, the better the 

outcome. However, there are several risk groups of families, e.g. immigrants or 

families of low social status, requiring specialized counselling opportunities. 

Paediatric metabolic medicine has shown that nutritional therapy is able to 

protect children with numerous chronic diseases from metabolic crises, e.g. 

children with phenylketonuria can be protected from neurologic sequelae by a 

special diet. Children with celiac disease become symptom-free under a gluten 

free diet. Some epileptic patients or patients with glucose transporter deficiency 

benefit from a ketogenic diet. Even childhood peanut allergies might be avoided 

with small amounts of peanuts early in infant nutrition as shown by the LEAP 

study (Learning Early About Peanut Allergy). For many other diseases more or 

less specific nutritional recommendations exist, e.g. for cystic fibrosis, liver 

diseases, inflammatory bowel disease, kidney disease, etc. 

On the other hand, there are still no conclusive nutritional concepts for 

numerous other groups of patients. For example, recommendations for children 

and young people with disabilities are still missing. For this reason, we have set 

up a Research Department for Child Nutrition at the Children's Hospital of the 

Ruhr-University of Bochum where paediatricians, nutritionists and dieticians 

benefit from interdisciplinary projects on developing Food Based Dietary 

Guidelines for the pediatric age groups as a basis for preventive nutritional 

counselling and dietetic therapy. In conclusion, I believe that child health care 

services have to focus more intensively on the subject of "nutrition" related 

diseases. Paediatricians should use and evaluate dietary records of their patients 

with long term conditions more frequently, and focus on metabolomics and the 

microbiome. I am convinced that this would help to discover nutritional 

therapies also for those diseases which have not yet been convincingly proven to 
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be influenced by nutrition, such as certain types of autism or attention deficit 

syndrome. 

 
Members of the Research Department for Child Nutrition. First row: C. Burak, S. Pohlhausen, 
L. Ostermann. Second row: K. Jansen, T. Lücke, M. Kersting, B. Schmitz, A. Drozdowska 
 

Additional information by the editors 

The broad-based and accepted definition of household food insecurity describes 

this condition as the limited or uncertain access and availability of nutritionally 

adequate and safe food, or having to acquire foods in socially unacceptable 

ways. Conditions strictly related to food insecurity include hunger, 

undernourishment and overnourishment with low quality food and a disturbed 

intake of macro- and micronutrients (malnutrition), as well as physical harms 

(i.e.: chronic diseases) and psychological harms (i.e.: personal, family and social 

disturbances). 

The prevalence of food insecurity has increased during recent years in several 

European countries. To measure moderate to severe food insecurity in different 

global areas, a 2017 study published by the United Nations Children’s Fund 

(UNICEF) used the “Food Insecurity Experience Scale” indicator (FIES), an 
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experience-based metric that reports food-related behaviours caused by the 

inability to access food due to resource constraints. Based on this study, in 28 

European Union countries, the regional estimates of food insecurity among 

households with children under 15 years of age showed a FIES prevalence of 18 

% of households experiencing a moderate (4 %) to severe (14 %) inability to 

access food, and 20 % prevalence of households reporting a lack of money to 

buy food. In the European Commonwealth of Independent States identifying 

former parts of the Soviet Union, the same UNICEF study reported a FIES 

prevalence of 17 % of households with moderate (2 %) to severe (15 %) 

inability to access food and 28 % prevalence of households with economic 

related inability to buy food. 

Data from the European Union Commission database, Eurostat, also showed 

remarkable disparities in food security among countries within the Union which 

were heterogeneous for their socioeconomic background. Food insecurity began 

to rise in the EU between 2009 and 2012, as a likely result of the 2008 global 

economic turmoil. Eurostat 2015 data showed  substantial variations in food 

insecurity across EU countries during the post-economic crisis period which 

were confirmed in later reports. A high prevalence of household food insecurity, 

ranging from 10 to 22 % and rising was reported for the Czech Republic, 

Hungary and Slovakia, while during the same period other countries, such as  

Poland and Slovenia, with similar high levels of food insecurity showed a 

significant > 1 % decrease of prevalence. The same applies to Austria, Germany 

and Portugal, where the prevalence of food insecurity ranged from 3 to 8 % 

following a decade long decreasing trend. However, during the same period, 

other European countries showed a significant increase in food insecurity 

ranging from 7 to 17 %. 

In Germany with a low unemployment rate < 6 %, benevolent citizens 

established food distribution points and soup kitchens even in small towns. The 

"food pantry" movement has some 60,000 volunteers and about 3,000 
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distribution points - a larger network than some of the supermarket chains. The 

number of people receiving meals for free has roughly doubled to > 1.0 million 

in recent years. 

All in all, these data suggest that food insecurity in Europe is a current and 

severe problem that affects children’s well-being anywhere irrespectively of 

their geographical location, political background, socioeconomic status and 

gross domestic product. 

 

91. The dilemma of malnutrition and inequality to safe nutrition 

Felix Machleidt, MD, internist, expert in emergency care and humanitarian 

aid worker, Department of Infectious Diseases and Pulmonary Medicine, 

Charité-Universitätsmedizin Berlin, Germany 

Carried on the arms of his mother, there was not much left of him but skin and 

bones. His eyes, sunken deeply into his skull, were too exhausted to even look at 

the face in front of him, that would usually scare children of his age because of 

its whiteness. For three consecutive days his mother had carried him through the 

bush of sub-Saharan Africa to bring him to our little Non Governmental 

Organisation (NGO)-supported hospital. The measurement of his mid-upper arm 

circumference (MUAC) quantified what was obvious. With far less than 115 

mm the diagnosis was severe acute malnutrition (SAM) of the wasting type 

(Marasmus). For weeks, his mother's breasts had stopped to give enough milk, a 

natural reaction to her own severe malnutrition. Since he had already been too 

weak to drink, we put in a naso-gastric tube and started him on therapeutic milk 

made of powder to be given eight times per day to slowly readapt his intestine to 

nutrients. Besides that he was treated for his concurrent malaria, respiratory tract 

infection and intestinal worms and he was vaccinated against measles [1]. This 

case is just one of millions worldwide each year and emblematic for a suffering 

that has been lasting for decades not only in sub-Saharan Africa.  
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Among many disparities we face in the world, inequality in food quality and 

quantity is,  without any doubt, one of the most striking and most deleterious 

dilemmas. While nowadays on the one hand more than 40 million children 

under the age of 5 years are overweight or obese, on the other hand more than 

200 million children are stunted (too short for age) or wasted (too thin for 

height) [2]. Both ends of the spectrum suffer from adverse health sequelae and 

higher mortality rates. To put it a bit provocative: either they are fed to death or 

they starve to death. The two extremes and the global inequality becomes even 

more painful when we realize that the amount of eatable food that is wasted 

mostly in industrialized countries could feed millions of hungry people. An 

incredible third of all food produced worldwide is never eaten due to loss or 

because it is tossed away [3].  

Malnutrition contributes greatly to morbidity and mortality in children. 

Malnourished children are more likely to become ill from all sorts of infections, 

mostly intestinal and respiratory. Severity and outcomes of these common 

infections are worse than in children who are otherwise healthy [2]. Due to 

higher morbidity in the malnourished, a vicious cycle between infections and 

malnutrition is often seen in these children. It is estimated that nearly 50% of 

deaths in children under the age of 5 years are related to malnutrition. That is 

about 3 million deaths per year in this age group [2]. The consequences of 

malnutrition comprise not only somatic symptoms but also long-term cognitive 

functions. This translates into impaired school and work capacity which in turn 

enhances the risk for malnutrition. Despite a reduction in the worldwide number 

of children who are stunted, the prevalence in West and Central Africa has 

increased by more than a fourth since the year 2000 [2]. Ongoing armed 

conflicts and extreme weather aggravated by climate change are among the 

many causes.  

I think we need to be more aware of how food is produced, allocated and 

consumed, like it is stated in Sustainable Development Goal 2 [4]. 
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Our little patient tolerated the milk well and we were able to switch his diet to a 

Ready-to-Use therapeutic food (RUTF) which is peanut-based, vitamin/mineral 

enriched and high in calories. In 2016 I worked with Médecins Sans Frontières 

(MSF), an organisation reporting more than 80,000 severely malnourished 

children to inpatient feeding programmes each year. For only 22 € it is possible 

to treat a child with RUTF for 30 days. Our patient, unlike many others, was 

lucky because of the courage and resilience of his mother and the presence of a 

NGO with great experience in malnutrition. Without his mother risking her own 

life to save him, he would not have made it.  
1. Clinical Guidelines. Diagnosis and Treatment Manual. 2016 Edition. Médecins Sans 
Frontières 
2. UNICEF Data: Monitoring the Situation of Children and Women. 
https://data.unicef.org/topic/nutrition/malnutrition/# 
3. Food and Agriculture Organization of the United Nations (FAO). SAVE FOOD: Global 
Initiative on Food Loss and Waste Reduction. http://www.fao.org/save-
food/resources/keyfindings/en/ 
4. United Nations. Sustainable Development Goals. 
https://www.un.org/sustainabledevelopment/hunger/ 
 

 

92. The patient of yore 

Eric Schiffer, PhD, biochemist, Numares, Regensburg, Germany 

All are equal before the law but is the law equal to everyone? “Yes!” says the 

Universal Declaration of Human Rights of 1948. The  Convention on the Rights 

of the Child of 1989 aims at establishing a Child Rights, Health Equity, and 

Social Justice-based Practice of Paediatrics. However, what are values such as 

the rights, pledges and commitments for an individual child worth when 

different child health care systems in Europe are applied? 

No two patients are alike. Each patient is unique, a true individual and the 

lifestyles of children and young people have a profound effect on whatever 

disease develops or not. 

However, in today's world of evidence based medicine and deep molecular 

profiling, patients become more and more data points with a certain molecular 

http://www.un.org/en/documents/udhr/
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markup, treated by a generalized guideline for healthcare - like a cookbook 

approach - focussing on ICD codes rather than individual roots, causes, effects 

and outcomes of diseases and disabilities. 

This I think is why patients should be taught in the art and science of self-

assessment. This concept holds especially true for the young patient.  

My own personal journey into self-assessment started some 10 years ago when I 

had already become an adult. As a life-time patient presenting with atopic 

dermatitis it was not until a week of water fasting that all my symptoms 

vanished within a single week. This experience taught me that the stubborn 

symptoms must be associated with my dietary choices. But which foods were 

causing it? It took me quite a while of self-experimentation to identify grains, 

cow milk and physical/mental stress as the recipe of disaster. Once identified, 

the remedy was obvious and highly effective: Avoiding bad food choices and 

learning stress management skills had become the basis of prevention and 

therapy.. 

What is my message? I think that patients should not be just a data point or a set 

of biomarkers, but an active part in healthcare. Children should be taught how to 

use nutrition, exercise and stress management as effective ways to prevent or 

treat chronic diseases or conditions. Self assessment considers individual signs 

and symptoms, tracing back the root causes and adjusting lifestyle to improve 

health. Children present with an immense capacity of learning abilities and 

behavioural plasticity to learn and to express skills of real preventive, 

personalized medicine in contrast to the respective buzz words in medical media 

and scientific publication. 
 
 
93. The older child can take responsibility for its chronic illness 

Anonymous 

My experience as a teacher* has taught me that the older schoolchild and the 

adolescent can and must gradually take on responsibility for its chronic illness 
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(or physical disability). As in other educational matters, parents and teachers are 

often amazed at how independently and confidently their child or pupil takes on 

a problem and masters it; even the disease can be accepted and becomes part of 

its personality. 

Parents usually regard their child as part of themselves. They are frightened and 

overprotecting their child. The constant care of their son or daughter never 

lessens. A chronic illness of the child triggers shock, often resulting in an 

overprotective attitude up to paternalism. This is understandable and by no 

means to be criticized, but overprotection inhibits the child in its development, 

instead of internalising the illness and learning to cope with it. Doctors should 

also include the parents in their therapy, by doing so preparing them gradually to 

hand over the responsibility for their child's illness. 

How liberating that is, I have experienced with a girl, who was diagnosed with 

an idiopathic thrombocytopenia at the age of twelve years after severe nose 

bleeding. The subsequent phase with bone marrow puncture, countless blood 

tests, desperate parents visiting several doctors, cortisone and immunoglobulin 

infusions was a time of suffering for the parents. In a network of rare childhood 

diseases, other desperate parents contacted the family with similar histories of 

suffering, further fuelling the family's anxiety and worry. They studied 

international medical articles wanting to find out causes and treatment options, 

interviewed a wide variety of doctors and researchers, consulted natural 

medicine and homeopaths. Strangely enough, a laboratory doctor calmed them 

down when he explained to them that the low count of thrombocytes in the 

venous blood did not necessarily reflect different states of peripheral platelet 

concentration in different organs and tissues of the body. 

In the course of time this young girl had become an independent adolescent who 

began to organize its regular doctor visits during school years. After graduating 

from high school and studying at university this young adult „made a career“ 

and gave birth to three children – without any prophylactic or therapeutic 
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measures. Today, she gives the disease a meaning that she believes it deserves, 

enjoys occasional normal platelet counts, but avoids extreme sports – and has an 

empathic family doctor. She does not carry an emergency card with her.  

I know of another case of a young student, diagnosed with the same disease at 

the age of ten years, who later lived a ´normal` life cutting ties with his parental 

home. Today, he loves practicing extreme sports like surfing and water skiing. 

What would it have meant to his life if he had not taken responsibility for his 

own future? 

* Small parts of the text are based on a simulation case and do not represent 

original data. 

 

 
  Celebrating the sacrament of confirmation at 14 years of age 

Mara, Jan, Hendrik and Jasper Ehrich 
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94. A 'Rights Age' starts up with a 'Children’s Rights Age' 

Ilaria Simonelli*, Health Sociologist and Fabrizio Simonelli**, Psychologist, 

Past Director of the WHO Collaborating Centre for Health Promotion for 

Children and Adolescent Capacity Building, Florence, Italy  

We believe that Human Rights must become a reference platform for political, 

economic, social, cultural policies in every part of the world, starting from 

childhood: generations able and willing to nurture Human rights are the best 

warranty for the progress of humanity. 

We know that the Human Rights’ construction process depends on many factors 

and especially on the action of spontaneous social movements as they represent 

strategic and successful factors, able to promote awareness on current injustices 

worldwide, by identifying their roots and responsibilities, building strong 

associations of individuals, claiming respect for human dignity and fighting for 

the global Human Rights achievement.  

We think that the Human Rights social construction depends on the relationship 

between a 'theoretical game' played by competent scholars and a 'pragmatic 

game' played by many caring and often anonymous activists. In time, the 

theoretical game has produced principles and values embodied also in the 

Universal Declaration of Human Rights of 1948, while the pragmatic game has 

been played through activities conducted by Non Governmental Organisations, 

citizens' associations, social networks and groups. All these initiatives have been 

focusing on providing an answer to specific people’s needs, but they still lack a 

coordinated action imperative to express the power and conviction needed to 

build a new and Human Rights based kind of society. 

We believe that a Human Rights-based Society can be built through a strong and 

globally united social movement, somehow similar to the Trade Union 

movement in the XIX century. Reaching unity among all social movements 

committed to the Human Rights cause is a very complicated endeavour, only 

successful and sustainable if gradually and steadily pursued. It may be useful 
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and meaningful to begin this networking process starting with Children’s Rights 

movements, which deal with a variety of issues (health, education, labor 

exploitation, sexual abuse, etc). It could be done by providing them with a clear 

identity inspired by the Convention on the Rights of the Child of 1989 and by an 

efficient organizational configuration. Children are owners of rights and they 

represent a new generation that can endorse and enhance human progress. An 

inter-generational collaboration is required: older generations (retirees, parents, 

grandparents, expert activists, elderly volunteers) and all those fortunate people 

who have had access to fairer life conditions, thanks to the application of human 

rights, are called for to stand up to this challenge. 

We feel that the a 'Rights Age' starts up with a 'Children’s Rights Age'. 
 
* Co-ordinator of the Health Promoting Hospitals Task force on Health Promotion for 
Children and Adolescent, Author of “Towards a Human Rights-based Community” (2009, 
FrancoAngeli, Milano) 
** Author of the above mentioned book 
 

   The Simonelli family 
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95. What is the role of a national Children's Commissioner? 

Jochen Ehrich 

A Children's Commissioner has a legal duty to promote and protect the rights 

of all children in a country with the particular focus on children and young 

people with difficulties or challenges in their lives, and in particular on those 

living away from home, in or leaving care, or receiving social care services. 

Children's Commissioners focus on making sure that adults in charge, or 

making decisions, listen to what children and young people say about things that 

affect them. They encourage adults, including those making decisions about 

children's lives, always taking their rights, views and interests into account. 

Children's Commissioners bring matters that affect children and young 

people's rights to the attention of Parliament, local government and others. 

The commissioner's general function is defined as promoting awareness of the 

views and interests of children in a country, especially as they relate to the 

below mentioned five aspects of their well-being. There is a framework of five 

key outcomes in which the child health care services are to be measured. Young 

people and children should be healthy, stay safe, enjoy and achieve, make a 

positive contribution, and benefit from economic well-being.  

 
 

96. Gender medicine: a task for paediatricians? 

Jochen Ehrich 

The role of gender on paediatric workforce in child health care services 

In 2018, the mean percentage of fully qualified female paediatricians in 16 

European countries equalled 71%, and 76% in training. In addition, an 

increasing number of employed female paediatricians in these European 

countries decided against a full-time job due to several factors, including 

significant socio-economic constraints for females, therefore, emphasizing the 

likely persistence of gender disparities and unequal opportunities to unrestricted 

accessibility to work in paediatrics. In 2016, the proportion of paediatricians 
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working part-time ranged from 0 to 15% in a selected group of 10 European 

countries. Politicians  should decisively acknowledge this connection between 

gender disparities of paediatricians, more part-time work and fewer medical 

working hours.  

The role of gender on the frequency of diseases 

Gender-specific medicine deals with the topic of how diseases differ between 

male and female patients in terms of prevention, clinical symptoms and signs, 

therapeutic approach, prognosis, psychological and social impact.1 Is it a 

neglected dimension in paediatrics? 

Far more epidemiologic studies published concern women than men. These 

studies show the special vulnerability of girls and women, related to genetic, 

hormonal and social roots and causes. In paediatric practice this could mean that 

the risks of developing a disease may be underestimated in boys because the 

paediatricians awareness may be lower in boys than in girls. An editorial 

comment in 2015 in The Lancet ended with the sentence "Boys matter too and 

are in danger of being left behind".2 The following manuscript wants to open a 

debate on the role of gender in child health care services. 
1 Ehrich JHH, Živičnjak M, Hartmann H. Geschlechtsunterschiede im Kindesalter: 
Wachstum, Entwicklung und Krankheit. In Rieder A, Lohff B. Gender Medizin. Springer 
Wien, 2004, p 29-43 
2 www.thelancet.com Vol 386 December 5, 2015 
 

 

97. Do we need special paediatric care services for boys? 

Bernhard Stier, primary care paediatrician, member of the commission on 

"medicine for boys" of the  Berufsverband für Kinder- und Jugendmedizin 

(BVKJ), Hamburg, Germany 

 

I believe that it is still stored in many minds that we live in patriarchal societies 

in which girls and women still have to fight for equal rights. In fact, this may be 

true for many developing countries in the world, however, European girls have 



 315 

since become not only "reading queens" but are on a kind of "overall-fast-lane" 

if compared to boys. 

Masculinity is the main stress factor for boys and men in life. The constant 

proving to peer-to-peer, but also the social framework burdens them. This is 

only partially explained by biology. I think that it also has to do with the female 

dominance (teachers and nurses) in the education and health system and 

certainly also with the standard role models for men and women in society. It is 

mostly the mother who takes over the daily routine in educational and health 

support of her child.  

Boys often behave as if they would like to be carefree. “Take care of…” is a 

typical feminine saying. However, they of course also have medical problems, 

fears and worries. In many cases, their psychological needs are overlooked.1 

They have few opportunities to speak face to face and "under four eyes" about 

themselves and their feelings. I know from many consultations in my practice 

that the topic of sexual development is taboo for most boys. While girls tend to 

talk openly about their first menstruation with their parents or friends, boys are 

ashamed by their first ejaculation. Homosexual or bisexual tendencies are rarely 

discussed by boys in the family or with the paediatrician. Adolescents, who are 

just before their "coming-out" are more likely to suffer depression and have 

suicidal thoughts.  

No matter how new health advices and promotions offered, it is safe to predict 

that these offers will be used less frequently by boys than by girls.2 The rate of 

using medical care until adolescence is approximately the same for girls and 

boys. However, from puberty onwards girls seek more often for medical advice 

than boys. Girls have a medical person of their trust: the gynaecologist. During 

gynaecological consultations girls also find open ears and expertise for other 

health specific questions.  
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Are paediatricians well enough trained to answer medical questions of male 

patients, and more importantly, do they seek the opportunity to actively involve 

their male patients into a discussion which is full of taboos? 

I believe that in future we, as paediatricians, need more expertise in boys 

medicine and health. Boys matter too and are in danger of being left behind. It’s 

time to begin the journey towards a better health support for boys. 

 
 

Father and son - sharing eyxperience 
 
1. Weißbach L, Stiehler M (Hrsg.)(2013) Männergesundheitsbericht 2013: Im Fokus: 
Psychische Gesundheit. Huber Verlag 
2. Sieverding M. (2010). Genderforschung in der Gesundheitspsychologie. In G. Steins 
(Hrsg.),  Handbuch Geschlechterforschung und Psychologie (S. 189-201) . Wiesbaden: VS 
Verlag für Sozialwissenschaften 
 
 

98. In memory of Pavel 

Vladimir Pilossoff, Professor emeritus of Paediatrics, President of the 

Bulgarian Paediatric Association, former Head of the Clinic of Paediatric 

Cardiology in the National Heart Hospital, Sofia, Bulgaria 

Who was Pavel*? Pavel was a 7-year-old Russian boy when he was brought to 

my unit of paediatric cardiology in my hospital in 1987. He was diagnosed with  
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a lethal congenital heart defect – transposition of the great arteries with 

ventricular septal defect, pulmonary hypertension and pulmonary vascular 

disease. The child had a deep central cyanosis and hypoxaemia.   

I should make it clear that today's treatment protocols for this diagnosis are 

clearly defined, e.g. atrial septostomy (Rashkind procedure) during the first 2-3 

days after birth and anatomical surgical correction (switch procedure) when the 

child is 10-15 days old.  

Back then, in 1987, however, what could we offer to a newborn with such a 

“bleak” diagnosis? We could not even begin to contemplate about a radical 

surgical intervention — a correction would have been lethal. 

We conducted an extensive review of similar cases described in the literature 

and contacted colleagues in France, UK and Germany. Our team gradually came 

to the conclusion that our options were limited to two alternatives. The first one 

- to do nothing and leave the child at the mercy of a natural evolution, e.g. a 

short lifespan with all associated life threatening complications such as high-

grade hypoxemia and progressive pulmonary vascular disease. The second one -  

taking the risk of open-heart surgery and attempting a "Senning correction" 

(redirecting of blood flow at atrial level from the pulmonary vein to the right 

ventricle from which the aorta arises); naturally, without closure of the 

ventricular septal defect. This was expected to lower hypoxemia, thus 

prolonging life expectancy but not achieving a cure. 

We had talks with the parents - both first-rate physicists at the famous Russian 

research centre in Dubna. I remember many difficult ones. We were completely 

honest about the risks of the planned surgical intervention and, equally, about 

having no clarity whatsoever about the prospective quality of life and expected 

life expectancy of our young patient after the surgical correction. And so we 

operated.  

After the successful operation in 1987, Pavel had been coming back to my 

clinics for annual follow-up visits until the autumn of 2015 when he passed 
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away. He was 36 years old and looked forward to celebrating, together with his 

family, the 30th anniversary of his open-heart surgery. 

Pavel had made the best out of his short life. He graduated from school to 

become a physicist and followed in the footsteps of his parents. He got married 

and became the father of two lovely, healthy children.  

I think that it is me who owes Pavel gratitude. He gave me courage to look for a 

solution in one of the most complicated cardiac cases that I had to deal with, 

asking colleagues around the world for help and, of course, always telling 

parents the whole truth. Pavel’s parents could have rejected our proposal for this 

very invasive surgery as it obviously carried an enormous risk! But they agreed 

with a spark of hope, thus having given their son a chance to survive, even 

though they knew that his life span would be a shorter than a normal one. 

 

*the name was changed according to the EU rules and regulations on privacy 

protection  

 

 

 

Larisa Prikhodina 
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99. Adequate knowledge of medical English is the basis for improving 

quality of child health care by international research and cooperation  

Larisa Prikhodina, Professor of Paediatrics, Research & Clinical Institute 

for Pediatrics at Pirogov Russian National Research Medical University, 

Moscow, Russia 

I strongly believe that it is essential for all paediatricians in the world to learn 

medical English to study the international literature on child health care in order 

to provide high quality diagnostic and therapeutic care.  

I started learning and practicing English in the late 1990ies. At that time, it was 

not easy because of the absence of English medical books and periodicals in 

Russian hospital libraries. My initial proving ground was the first international 

meeting in nephrology in 1995 in Moscow when I was a trainee in paediatric 

nephrology. On the congress I received two books in Nephrology which were 

written in English. These became my favourite desktop books for many years.  

Thereafter, I started to promote up-to-date knowledge of international literature 

to local paediatric nephrologists and paediatricians. Later on, other useful 

resources were added to my "treasure books", e.g. the Journal “Pediatric 

Nephrology” and the medical textbook “Pediatric Nephrology” which were 

presented to me as a member of the the International Pediatric Nephrology 

Association. 

All these sources of information provided me and my colleagues not only with 

textbook knowledge but also with detailed information which helped me 

diagnosing and treating complicated patients with rare diseases. A further break 

through in learning was the free use of the internet and the possibility to read the 

abstracts of original articles in PubMed. However, I soon found out that it is 

necessary to read the whole original article, and not only the abstract. 

Thoughtful reading gives insights into all clinical and methodological details of 

case reports and multicentre studies that contribute to a deeper understanding of 

paediatric care and child health care research. 
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In addition, I think that it is not only very important to read but also to speak 

English well. This is why participation at international congresses should be 

made easier. The reasons for the low attendance of previous international 

congresses by young and old paediatricians working in countries with limited 

financial resources were multiple. The congress fees were too high for many 

young and East European pediatricians, and there was virtually no possibility for 

medical students to attend the congresses. The costs for travel, accommodation, 

registration, and participation at the social program often exceeded a total of 

1,000€. The application for a Schengen visa created considerable hurdles for 

pediatricians from Eastern countries travelling to the West.  Sponsored travels 

by the pharmaceutical industry helped some pediatricians with limited financial 

resources, however such practice raises serious ethical questions. 

 The best way of learning medical English is spending a longer training period in 

a foreign country. Those paediatricians who have acquired good skills in 

medical English during sabbaticals outside their home universities should give 

weekly training courses and lectures within the frame of continuous medical 

education to those doctors who did not have the chance to work outside their 

own country. The collected clinical data and research experience should be 

presented in algorithms, new paradigms, diagrams, figures and tables that 

logically interpret current diagnostic and treatment approaches. 

To sum up, I would like to point out that the knowledge of English enables 

paediatricians to better communicate, to study international research results and 

to exchange professional ideas and visions. All these activities give an excellent 

opportunity to learn across borders when  becoming a general paediatrician or a 

paediatric sub-specialist. 
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100. What should have priority in child, adolescent and family centered 

friendly health care? Words of caution. 

Sergey Sargsyan, MD, Head of Institute of Child and Adolescent Health at 

"Arabkir" Medical Centre;, Associate Professor of Paediatrics, Yerevan 

State Medical University; Paediatrician General, Ministry of Health, 

Yerevan, Armenia  

I believe that high quality of care should be priority number one for all care 

givers.  

What do I understand by high quality of pediatric care? What are my thoughts as 

a practicing paediatrician in my personal practice and what are my concepts as 

our country’s Paediatrician General. 

I have to refer to a model which was developed by the famous founder of studies 

on quality of health care, Avedis Donabedian from Chicago, my compatriot, 

born in Lebanon, a son of genocide survivors and refugee. He conceptualized 

the issue of quality of health care according to several dimensions.  

How do I see these dimensions as well as other criteria which I generated in my 

own practice?  

The criteria of efficacy and effectiveness of care are the first to start with. Any 

medical treatment should lead to measurable positive outcomes based on the 

latest findings of medical science. Is this possible owing the fact that science and 

technologies are developing very fast and not every new finding can  

immediately be put from theory into practice? This means for every doctor to be 

open for changes, and to gain access to international literature. Studying and 

learning every day is a laborious must for all paediatricians. However, the usual 

approach seems to follow the old principle of learning by doing instead of 

learning across borders. With bitterness I have observed in my life colleagues 

who stopped  their continuous medical education (CME) at some stage of their 

career. I think that CME is a must and should be annually monitored. At 

management level, all decision makers must work towards improving capacities 
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of health care facilities, providing better working conditions for the staff and 

time for studying. 

The next priorities of Donabedian are efficiency and optimality or cost-

effectiveness. I started working during the Soviet era when health services were 

free of charge and paediatricians did not have to care about cost of treatment. In 

the 1990ies, the collapse of the Soviet Union led to dramatic economic crisis. 

Observing cost of interventions became our routine task. I think that all 

paediatricians must be aware of the rising costs of health care to be financed by 

the State or health insurances. 

The issues of acceptability and legitimacy play a very important role.  I think 

that we have to adapt our care to the needs and to a certain degree to the 

expectations of patients, taking into consideration written and non-written laws 

and regulations, at the same time upholding and attaining the highest ethical 

principles (which is sometimes not an easy task). I have often seen in my 

practice that even the best professional work can be endangered  or destroyed 

due to poor communication and lack of respect of and for people involved in a 

fragmented health care system. 

Nowadays, the Gini coefficient* is on a rise almost everywhere in the world and 

the equity of care  issue must be discussed and updated.  Right-based principles 

in health care are on the agenda in many countries. Socioeconomic factors 

determine performance and trends in health care and substantially affect 

provisions of health services. These effects pose problems of accessibility and 

affordability of services. Therefore, we have to do our best to protect the child’s 

rights to health.  

As a pediatrician I want to add some principles to the abovementioned criteria 

which are partially overlapping. The most important motto for me is: child 

(adolescent, family) centered and friendly care. However, is it still a dream? 

My question is rhetorical. The adult world must respect young patients, teens 

and their families by proper communication, partnership and a personalized 
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approach with each family. Comprehensiveness of care, considering and 

implementing different dimensions of quality in the practice should be the 

backbone of child care service. When asking the question of priority, 

paediatricians' credo should be: We want to sustain the highest standard of 

comprehensive child health care in everyday practice.  
* The Gini index or Gini coefficient is a statistical measure of distribution developed by the 
Italian statistician Corrado Gini in 1912. It is used as a gauge of economic inequality, 
measuring income distribution among a population. The coefficient ranges from 0% to 100%, 
with 0.29% representing a good equality and 60% an economic inequality 
 
 

 
Sergey Sargsyan as a young paediatrician in 1988 treating young girl with 

pneumonia after the Armenian earthquake and in 2018  

 

101. Child nurses are pillars of strength during hospital care of children  

Mehmet Vural, Professor of Paediatrics, Neonatologist, Istanbul University, 

Cerrahpasa Medical Faculty, Istanbul, Turkey 

Child nurses are pillars of strength during hospital care of children. It is the 

nurses who are creating the child friendly atmosphere in the wards and out-

patient clinics. However, similar to paediatricians they have experienced an 

increasing demand of administrative work, which reduces their precious time to 

be spent with young patients. I conclude from my experience in my own 

department of paediatrics that the role of nurses in children’s hospitals has 

become increasingly difficult and nursing specialists have become rare. There is 
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a shortage of nurses in many European countries partly due to a change of child 

nurses to adult care or to migration to wealthier countries. Some countries failed 

to broaden their training of nurses from the grade of helper nurses to the grade 

of nurse practitioners or academic nurses.  Thus, more cohesion is needed 

between health care workers and the huge variations in nursing involvement 

across Europe.1 

I think that the priority in paediatric wards should have “happiness of the child 

nurse team”. During the last 20 years, many child nurses have unfortunately lost 

the joy of working. In the early part of the 20th century, child nurses were 

committed to serve sick children and they were the important salutogenic factor 

in an otherwise child-unfriendly hospital. For many decades they devoted most 

of their working hours to the well being of hospitalized children. I assume that 

no young woman became a child nurse coincidentally. They did not choose their 

profession for of financial reasons. It was, and it still is, a lifestyle choice 

allowing each individual child nurse her special mission. If these nurses choose 

nowadays this challenging and rewarding task and if they are giving their 

affection to their vulnerable young patients, their commitment should be 

honoured with admiration and more support by society.  

In fact, I think that child nurses must have their special place in society. This 

means that the recognition of their unique work must be guaranteed including 

the adequate management of their work places and conditions. The digital 

transformation should enable an increase in time for intensifying communication 

between child nurses and children, patients and families. It is a fundamental 

mistake if managers in children's hospitals keep using the arguments related to 

electronic health for decreasing the number of employed nurses. Even though 

the numbers of children requiring hospital care may go down, the intensity of 

individual health care is increasing and more services and expenditure of time 

are expected from child nurses  
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There are many challenges in the healthcare environment, ranging from clinical 

well-being to national imperatives for better health, better care and lower cost. 

However, the combination of better care  by child nurses and lower costs by less 

child nurses does not match! 

I sincerely hope that better health care systems in all European countries will be 

based on improving the quality of care by specially trained child nurses who are 

firmly guided and motivated by the richness of their every day work, and by 

happiness.  

So, this is why I think that the priority of the child health care must ensure the 

happiness of child nurse teams as the present generation of child nurses has a 

convincing concept in preparing vulnerable European children for future life.. 
 
1. Ehrich J, Molloy E, Kerbl R, Pettoello-Mantovani M, Vural M, Gerber-Grote A. 
Conceptual Design of Future Children's Hospitals in Europe: The Role of Caregivers in 
Transferring New Concepts from Theory into Practice. J Pediatr 2017;184:244-245  
 

 

102. The unique role of advanced nurse practitioners for paediatric skin, 

wound and stoma care: how to achieve a combination of cure and 

cosmetics? 

Dr. Anna-Barbara Schlüer, Clinical Nursing Science, Nursing 

Development, University Children's Hospital, Zürich, Switzerland 

I think that adolescent patients and their pediatricians should always create a 

kind of adherence alliance to treatment. However, I have observed that patients 

and paediatricians may not have the same priorities concerning the aims of 

therapy. Physicians and surgeons are aiming at  anatomical and functional cure. 

This view is shared by their young patients, however, the primary wish of 

patients is to experience a patient friendly care and to look normal after cure. 

The skin is a unique and fascinating organ representing many more elements 

than just simply our shell. It is the most visible organ and has a cohesive force 

by keeping everything else together. Furthermore, the skin is characterized by 

https://www.ncbi.nlm.nih.gov/pubmed/28024873
https://www.ncbi.nlm.nih.gov/pubmed/28024873
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sensitivity, sensibility and a unique potential to express feelings of all kind. 

Therefore, young patients want to feel comfortable in their own skin and they 

want to look attractive. 

Children with congenital malformations and children who have undergone 

invasive medical or surgical treatment often develop skin lesions, fistulas, 

slowly healing wounds or skin erosions of different kind. This lasting affection 

of the skin implies a “hard to accept” aspect for all children and their families. 

Sometimes it is the involvement of the skin which makes the previously hidden 

disease for the first time “visible”. I think that whenever the skin is affected for 

what ever reason, emotions from patients and their families can heavily interfere 

with therapy. 

In such difficult times for patients, the emotional stress often demands help and 

the paediatricians and surgeons call for advanced nurse practitioners. Taking 

care of the own skin is a unique and lifelong challenge for all people. If a child 

suffers from extensive eczema and skin loss, then the aspect  of assisting the 

healing of the skin and the avoidance of an infection are not the only foci of 

attention. The extent of emotional burden of patients and care givers as well as 

the interactions of all needs must be identified as a key problem that has to be 

solved.  During my daily work, I often pop up in highly emotional and already 

difficult discussions between patients, parents and physicians.  Their different 

views and needs for information, strategies and hope makes my job unique. 

Looking at the skin gives a deep insight into the health condition of a patient. 

The ability to see and to interpret these symptoms as well as to define the next 

steps to achieve, symbolizes an important puzzle piece for the overall situation. 

This is where multi-professional and interdisciplinary collaboration can be 

“seen” and experienced in daily life situations.  

My patient was a sportive adolescent boy with a complex congenital urogenital 

defect, which already lasted for his whole life. After an elective operation, he 

developed a fistula within the scarring region in his lower abdomen. The 
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situation had already advanced and he, his family as well as all health care 

professionals were exhausted and on the edge by the time I became involved. 

My tasks were to make the fistula stop leaking, stop wetting of his skin and 

establishing continence. These were no easy tasks in this situation. So, what was 

the most important task? My answer reads: "It is the combination of curing a 

disease and caring for the patient." 

It was very important to share my knowledge about skin and its development 

with my patient as well as my confidence in the healing of his fistula. Defining a 

potential timeframe for treatment, based on knowledge and experience of skin 

development, helped the young person understanding of the medical process and 

led him to consider and develop needs for himself. We defined potential 

treatment steps and the timeframe within which we wanted to achieve them. 

Taking on all the emotions of frustration and hopelessness of this young man 

and combining them with the knowledge about the physiology of the skin made 

my position unique between care and cure aiming at both beauty and normal 

function. My position brought the patient, his family, and health care 

professionals closer together and helped the patient to adhere to the treatment 

schedule.  

 

The specialization within the last decades, the continuous improvement of 

therapy, as well as the fragmentation into several sub-specialties over the last 

years have led to a reduced morbidity and mortality of children. Nevertheless, I 

believe from the bottom of my heart that the combination of cure and care, the 

involvement of patient and family possesses the highest possible benefit for 

every patient and family. I think, that by taking care of our skin, we support the 

healing of a lot more than just our "shell".   
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103. The interplay between the medical practice and the church 

Vladimir J. Lozanovski MD, Surgeon, University Clinic for General, 

Visceral and Transplantation Surgery, Heidelberg, Germany, formerly 

University Hospital, Skopje, Macedonia  

In the Eastern Orthodox countries of Europe, religion genuinely contributes to 

the formation of the personal inner compass and shapes the perception of the 

world beginning at the earliest age. As part of the Christian biblical canons of 

the Eastern Orthodoxy, the Book of Ecclesiasticus (Sirach) axiomatically states 

that “the skill of physicians makes them distinguished, and in the presence of the 

great they are admired” and honored “for their services, for God created them”, 

but also that “all healing is from God” (1). In previous times physicians had 

inadequate or no training in how to relate to the patient’s religious side. Besides, 

professional ethics prevent physicians to impinge their beliefs on patients who 

are exceptionally vulnerable when seeking health care (2), but the idea that 

physicians should avoid religious input in the doctor-patient interaction has 

become obsolete, as religious beliefs became influential factors especially in 

coping with the illness and the therapeutic options (3, 4). Research shows that 

religion has a positive impact on health and psychological well-being of the 

patients and that patients struggling with religious beliefs bear an increased 

mortality risk (3, 5, 6). 

The favorable influence of the patient's psyche on the course of the disease is 

widely known. The state of the patient's spirit, his confidence or mistrust 

towards the physician, the depth of his faith and hope of healing, or mental 

depression caused by careless talks of the physician in the presence of the child 

or the family of the patient may have a profound effect on the outcome of the 

disease. Also, the loss of respect towards the child as an individual and the 

family as a core unit could have a fatal impact on the results. Psychotherapy 

consisting of spiritual influence of the physician on the patient is a generally 

recognized method in the treatment of many diseases, which often gives 
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excellent results (7). By the powerful influence of the brain, Charles Richet 

explains the miracles in Lourdes (8). Of the three wonders he has cited, the most 

interesting is the healing of a worker who in 1875 received an open fracture of 

the lower limb, which was complicated by infection. Following an extended 

period of frustrating treatment, healing occurred after his pilgrimage to the Holy 

City (7). The difficulty in explaining the Lourdes cases merely by the 

physiological effect of the brain borders with the impossible since outcomes of 

(auto)suggestive processes of the brain require time (7). Hence the Orthodox 

claim that it is the spirit that shapes the form (7). Because of such instances, 

patients and their families cling to the "irrational," or the religious and they are 

likely to come to the physician with both physical symptoms and spiritual issues 

in mind. The Orthodox Church pays particular attention to the needs of the 

individual and promotes the idea that empowered with sensitive listening skills 

physicians may be able to engage the patient's spiritual beliefs in the healing 

process within the boundaries of medical ethics. For that purpose, the 

physician’s expertise should be enriched with patristic knowledge on passions 

and sins as two causes of illness, but also on the methodology of how to 

understand and perceive these disintegrating factors. Physicians are stimulated 

to be more inquiring and to learn how religious elements may help the patient to 

cope with the illness. As a consequence, the formation of the patient-physician-

priest triangle is almost inevitable in the Eastern Orthodox countries. 

Combining the efforts of the physician as a corporeal therapist, psychotherapist, 

and the priest as a religious therapist may provide maximal support to the patient 

in dire needs but also to the patient's family to accept, cope and overcome the 

illness as a problem.  

In a time of advanced technology when all information seems to be available, 

firm guidance throughout the disease is of utmost importance to downscale the 

chaos produced by the partial knowledge that can be overwhelming to the 

analytic mind of the laity. The patient-physician-priest triangle enriched by the 
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presence and support of the child’s family, but also by the nursing personnel is 

regarded as a unique institute. Its pivotal role is to provide and bestow time to 

the sick child as the child must not be left alone during illness, may this be 

expressed as mere socializing or conversations that reduce the suffering and 

soften the soul. Also taking photos during such socializing moments may keep 

alive the memories thereof and may have a positive effect on the remedial 

course. It also provides support for the family that stands "naked" before facts 

regarding the condition of the ill child. On a broader scale, the interplay between 

these institutes mentioned above which seems to be more and more present 

provides a favorable exchange of experiences and information and also enables 

the formation of associations with the purpose to accelerate diagnostic 

procedures, interventions or optimize the availability of medications or 

therapeutic options.  

The interplay between the physician and the Eastern Orthodox Church seems to 

be present on an all-day level in the predominantly Orthodox eastern European 

countries and may have a favorable effect on the course of the disease. Its results 

are however yet to be scientifically examined and seen. 

Questions:  

Are scientific studies necessary to clarify if the inclusion of religion in 

contemporary medicine may unwantedly distort one or both? 

Should efforts be undertaken to develop the understandings and practices of the 

healing arts in the religious communities?   

Can medicine and religion share grounds on which they can mount and work 

together? 
1. Book of Ben Sira, Chp. 38, Vrs. 1-3 
2. McCormick, T.R. “Ethics in Medicine: Spirituality in Medicine” 

https://depts.washington.edu/bioethx/topics/spirit.html 
3. Puchalski CM. Spirituality and Health: The Art of Compassionate Medicine. Hospital 

Physician, 2001:30-36 
4. McCormick TR, Hopp F, Nelson-Becker H, Ai A, Schlueter JO, Camp JK. Ethical and 

Spiritual Concerns Near the End of Life. Journal of Religion, Spirituality and 
Aging, September 2012: 301-313 

https://depts.washington.edu/bioethx/topics/spirit.html
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6. Pargament KI, Koenig HG, et al. Religious Coping Methods as Predictors of Psychological, 
Physical and Spiritual Outcomes among Medically Ill Elderly Patients: A Two-Year 
Longitudinal Study. Journal of Health, Psychology, 2004:9:713 

7. Архиепископ Лука (Войно-Ясенецкий), Дух, душа и тело, 1947 
8. Charles Richet, Traité de Métapsychique, Paris, Alcan, 1922 

 

104. Increasing hesitancy to immunisation in the Czech Republic with 

respect to history of vaccination 

Jiri Zeman, Professor emeritus, paediatrician, Department of Paediatrics, 

First Faculty of Medicine and General Faculty Hospital, Prague, Czech 

Republic 

The increasing individual liberty after the “velvet revolution” in 1989 brought 

for paediatric health care system in the Czech Republic among many advantages 

one unexpected experience: an unfavourable increase of vaccination hesitancy. 

Czech primary care paediatricians were used to see nearly 100% of immunised 

children, except those children with contraindications against vaccinations. 

However, the rate of vaccinated children has substantially decreased during the 

last decade. Several local mumps outbreaks, especially in adolescents and young 

adults, were reported in the Czech Republic. Local dispersion of measles 

appeared twice during 2017 in our country. In our own paediatric department, I 

have seen this year a child with measles, a disease which most paediatricians 

from our clinic had never seen before.  

Although primary care paediatricians in our country spend a lot of time during 

their working hours with parents of small children trying to explain, why 

immunisation is of crucial importance both for their infants and the community, 

the recent data about immunisation in the Czech Republic are unsatisfactory. 

The numbers of children without MMR vaccination increased from 1.3 % for 

children born in 2011 to 6.9 % in children born in 2013. Similar trends were 

found for vaccination with Hexavaccine (DTPa-IPV-HepB-Hib), the percentage 
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of children born in 2011 left without this immunisation was 2.9% and 10.7% in 

2013. Even worse was the immunisation rate against pneumococcal or 

meningococcal infections, because the vaccines must be paid for by the parents 

out of their own pocket.  

Of course, immunisation hesitancy it is not an isolated problem of the Czech 

Republic. The increase of negative perception of immunisation is associated 

with “anti-vaccinologists' activities” on the internet. I think that it is time to 

consider the development and implementation of new and modern Web-based 

pro-vaccination programmes to increase the general confidence in active 

immunization.  

Not only professionals but also the governmental sector should become more 

active in the promotion of vaccination. For example, when my daughter applied 

as the medical student for a summer course in the molecular laboratory at UCLA 

in California, she had to send not only her immunisation certificate but the result 

of actual antibody levels, too. When I asked our Ministry of Health Care to 

implement something similar for our medical faculties, I was given to 

understand, that our legal system does not provide for it.  

In addition, it is questionable if the timely association of the rising frequency of 

vaccination hesitation in the Czech Republic is causally correlated with the 

increasing individual liberty after the “velvet revolution” in 1989. In fact, the 

same question will have to be put to paediatricians working in those countries 

having left the previous Soviet Union.  

I think that the resulting analysis will open an important discussion on the role 

of political ideology in child health care?  

 
 

105. Paediatric and psychological aspects of palliative care for children: the 

view from the paediatric side. 

Igor Zorin, paediatrician, Department of Paediatrics, Orenburg Medical 

University, Orenburg, Russia 
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A few years ago it suddenly happened to me that I was asked to plan a hospice 

like ward for palliative care of children in our university children's hospital. At 

the beginning I could not imagine the whole complexity of creating a palliative 

care unit. The difficulties of planning and designing the unit were not only 

choosing rooms, equipment and supplies, or selecting dedicated paediatrians and 

nurses, but to meet with all aspects of psychological and philosophical  

communication between care-givers and patients and their parents. Prior to 

meeting with parents of patients explaining to them the aim and objectives of 

providing palliative care, a phase of intensive psychological preparation by 

experienced experts was of utmost importance. However, what to do if this 

expertise is not easily available?  

As soon as I had assembled the team of care-givers we started to put the 

interests of the child into the centre of our reflections. We tried to find out the 

expectations of the children and their family. It turned  out that most parents 

hoped that their child would get better treatment on the palliative ward. We 

interpreted their hope in the way that they seemed to be waiting for a miracle.  

It burdens doctors to  daily experience human suffering and pain of hopeless 

children. What can you answer to a sick child who wants to know something 

about death? How to prepare it and his parents for the inevitable end? How can 

we mentally process these difficult psychological moments together? How can 

we help and be helped to endure the pain of leaving an incurably sick child?  

We found answer to these questions, becoming one team: patients, parents, 

doctors and nurses. Nevertheless, I never got used to child death in 22 years of 

work. How can you get used to it? The biggest gift for pediatricians are smile 

and cheerful eyes of a recovering child.  

Tearful words are consolation for us, the team of palliative care: "Doctor, thank 

you, you did everything you could for our baby"  
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Anibh Martin Das  

 

106. Newborn mass screening for inborn errors of metabolism: a milestone 

in the prevention of fatal and life-threatening disease manifestation 

Anibh Martin Das, MD PhD, Professor of Paediatric Metabolic Medicine, 

Hannover Medical School, Hannover, Germany 

For many centuries, severe metabolic disorders were fatal or led to serious organ 

damage with life-long sequelae. More than 100 years ago, Sir Archibald Garrod 

coined the term ‘inborn errors of metabolism’ (IEM). In the absence of 

understanding the underlying molecular mechanisms neither diagnosis nor 

treatment was possible. Better understanding of the pathobiochemistry led to the 

development of treatment for single IEM in the 1950ies. By then, it became 

unethical not to diagnose patients with treatable IEM. It was Robert Guthrie who 

developed a bacterial inhibition test for newborn screening of phenylketonuria 

(PKU), a disorder of amino acid metabolism, in the early 1960ies. Severe 

encephalopathy can thus be prevented by instituting a protein-restricted diet 

supplemented with special amino acid mixtures devoid of phenylalanine in 

patients diagnosed within the first days of life. These patients can now lead a 

normal life when sticking to the diet for life. 
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Since then, treatment options have been developed for many more IEM based on 

the characterization of the underlying pathobiochemistry. To date, 13 IEM are 

included in the German newborn screening- programme (NBP). In some other 

countries many more disorders are screened for. In my opinion, it is unethical to 

screen for disorders which cannot be efficiently treated or do not have a severe 

natural course. On the other hand, a specific and sensitive, cost-efficient 

screening test must be made  available, the (modified) screening criteria 

according to Wilson & Jungner have to be met.1,2 On the other hand, regulatory 

insitutions must not be too strict when implementation of a new screening 

disorder is suggested by the medical society. This was the case with hepatorenal 

tyrosinaemia (HT1) in Germany. It took us more than 10 years to get the HT1-

screening test included in the German NBP despite compelling evidence for its 

benefit.3,4 

Currently, the German newborn screening programme relies on tests at 

metabolite or enzymatic level, confirmatory testing (e.g. enzymatic tests in cells, 

mutation analysis) has to be done to prove the diagnosis. Recently, primary 

genetic testing has been suggested for some disorders. In my opinion, such 

genetic tests are not always ethically sound. It is not enough to look for the most 

common mutations but sequencing of the gene is required to exclude less 

common mutations. Some variants lead to a mild course with first symptoms 

occurring during adulthood. In some mutations it is not clear whether metabolic 

decompensation can occur at all. Such patients have the right not to know their 

genetic alterations, especially during childhood and adolescence. Mild mutations 

may unnecessarily lead to further testing and monitoring not only causing 

burden to the health system but also psychosocial stress to the family. On the 

other hand, some treatable IEM can only be diagnosed genetically as there are 

no reliable enzyme- or metabolite-based tests available. Risks and benefits of 

genetic testing have to be carefully evaluated before including it in a NBP.  
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Limiting certain target diseases of a NBP to subgroups of the population (as has 

been suggested for example for sickle cell anaemia) is ethically questionable, in 

my opinion, as this will stigmatize this subpopulation. 

In summary, new IEM should be considered for a NBP after careful clinically 

and ethically, not commercially or politically driven evaluation. 
1. Andermann et al.(2011) Guiding policy decisions for genetic screening: developing a 
systematic and transparent appraoch. Publ Health Genom 14: 9-16 
2. Wlson JMG and Jungner  G (1968) Principles and practice of screening for diseases. Public 
Health Pap 34: 26-35 
3. Das AM et al. (2017) Diagnosing Hepatorenal Tyrosinaemia in Europe: Newborn Mass 
Screening Versus Selective Screening. In Hereditary Tyrosinemia (ed. Tanguay RM), 
Advances in Exdperimental medicine and Biology, Springer, Cham, Switzerland 
4. Mayorandan S et al. (2014) Cross-sectional study of 168 patients with hepatorenal 
tyrosinaemia and implications for clinical practice. Orphanet J Rare Dis 9: 107 
 
 
 
107. Mother to child "Transgenerational-Trauma-Transmission" in 

refugees 

Gilta Machleidt, MD, paediatrician and Wielant Machleidt, MD, Professor 

emeritus, social psychiatrist and psychotherapist, Hannover Medical 

School, Hannover, Germany 

At any time and everywhere in the world it has been the "same old story": 

Parents pass on their knowledge and talents to the next generation. However, at 

the same time they also hand over despair, distress and exasperation as the 

shadow sides of their adult lives. The latter transmission proved to be one of the 

big scourges of mankind related to global migration especially affecting the pair 

of "mother and child" refugees. A high proportion of one third to one half of 

refugee-mothers with babies or young children experienced serious traumata. 

This burden was subsequently handed over to the second generation which in 

turn could further  transmit it to the third generation1. The consequences for each 

young generation may range from defects in foetal programming to postnatal 

life threatening disabilities, and to an increase in psychosocial problems because 

of a lack of resilience mechanisms.1  
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Transgenerational-Trauma-Transmission (TTT): How does it work? 

Normally the mother looks at her infant or child with love and confidence. Thus, 

they create bonding and basic trust. After traumatic events the mother is no more 

capable to reflect - like in a mirror as she normally does – the emotions of her 

baby and children and can not respond to their needs. She looks inside her 

"destroyed inner landscapes". Her eyes may look dead and empty for her child. 

She may even no longer recognize her own child. As a result of it, her infant or 

child may suffer sudden and drastic "Verlust-Reaktionen" ("reactions to loss" 

like depression, anger and shock). These reactions mark the beginning of 

trauma-transmission. There are several hypotheses which try to explain the 

complex mechanism of TTT ranging from biological (genetic and epigenetic 

models) to psychoanalytical explanations, socialisation theories and to 

communication models.1 

Intervention-projects like „First Steps“ and “STEP-BY-STEP“ (2) were founded 

to stop this disastrous vicious circle between mother and infant/child. A team of 

psychotherapists and social educators must care for them in suitable ambulatory 

or day-care settings. With special therapeutic technics they work up the trauma 

with mothers and children and should "make them laugh again". This approach 

has been proven to be successful in European countries where migrants received 

adequate psychosocial care. Many mothers and their babies and children from 

West Africa, Afghanistan and the Middle East found cure in Europe.  

I think that these projects should be given a high priority in all countries of the 

world, thus sending out a clear signal to politicians and to the public that it is 

possible to stop the above mentioned „same old story“ and to create a new 

perspective for mothers, infants, children, their whole families – and for 

generations of refugees. 
1. Deutscher Bundestag Transgenerationelle Traumatisierung. Wissenschaftliche Dienste.. 
https://www.bundestag.de/blob/501186/.../wd-1-040-16-pdf-data.pdf 
2 Leuzinger-Bohleber M (2018) Frühprävention zur Trumaprophylaxe. In: Machleidt W, 
Kluge U, Sieberer M, Heinz A (Hrsg.) Praxis der interkulturellen Psychiatrie und 
Psychotherapie. Migration und psychische Gesundheit. 2. Aufl. Elsevier Urban & Fischer, 
München. S. 623-627 
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Wieland Machleidt and son Felix 

 

 

Addendum by the Editors 

Reaching destination Europe has become especially dangerous for 

unaccompanied refugee children.1 These separated  migrant minors tend to avoid 

official protection programs or to abandon the government shelters. Their 

particularly week social condition render them often “invisible” to the 

authorities and bureaucracy and unknown to the public opinion. These socially 

fragile children are exposed to exploitation, violence, abuse and neglect, and to 

the alarming phenomenon of vanishing. EPA-UEPSA would like to raise the 

attention of the pediatric community on this matter, since the national societies 

of pediatrics may play a significant role by activating dedicated tasks to help 

preventing the negative outcomes of this phenomenon. 
1. Ferrara P, Corsello G, Sbordone A, Nigri L, Caporale O, Ehrich J, Pettoello-Mantovani M. 
The "Invisible Children": Uncertain Future of Unaccompanied Minor Migrants in Europe. 
J Pediatr. 2016;169:332-333 
 

https://www.ncbi.nlm.nih.gov/pubmed/26810103
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108. Addressing the ‘new morbidity’ in paediatrics: Changing service 

delivery to children and their families 

Frank Oberklaid, Professor, Director, Centre for Community Child Health, 

The Royal Children’s Hospital; Group Leader, Policy, Equity and 

Translation, Murdoch Children’s Research Institute, Melbourne 

University, Australia 

 

Paediatric practice embraces many differences – in some countries it is primary 

care, in others it is consultant practice; some of us are generalists, others are 

organ specialists; we work in hospitals, in health centres, and in solo practice; in 

some countries we are salaried, in others fee for service. What is common to 

most of us is that we sit in a room waiting for patients to come to us with 

problems and concerns. We take a history, undertake a physical examination, 

order investigations as needed, and then determine the diagnosis. Once we have 

the diagnosis, treatment options are usually straightforward. We have an ever 

increasing and sophisticated repertoire of tests and treatments available to us. 

This way of practising is appropriate for many conditions that paediatricians 

have been asked to treat – acute infections, asthma, skin conditions, and so on. 

There is a known cause, a clinical presentation, and an accepted treatment. But 

the situation is not so simple for conditions that have been characterised as 

comprising the ‘new morbidity, a term coined by Professor Robert Haggerty in 

his seminal 1975 book Child Health and the Community. He wrote ‘ A group of 

conditions that we have termed ‘the new morbidity’ is now gaining attention. 

Many of these difficulties lie beyond the boundaries of traditional medical 

care…a major shift in the orientation of training programs is required.’  

Haggerty was referring to children with developmental, behavioural and 

psychosocial problem; children with these conditions comprise a significant part 

of the caseload of paediatricians today -  ADHD, school problems, obesity, 

mental health problems, sleep disorders, Autism and ASD – the list goes on. 
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Many of these conditions are characterised by complex aetiological pathways – 

longitudinal interactions between genes and the environment – which do not 

lend themselves to simple treatments or interventions. Moreover, rather than 

laboratory or radiology investigations (which can usually be readily and rapidly 

organized), many of these children need further assessments by allied health 

professionals – psychologists, speech pathologists, occupational therapists or 

social workers.  

This poses immediate challenges of access (waiting lists), equity (there are often 

shortages of publicly funded allied health professionals, and families cannot 

afford private assessments), fragmentation (who coordinates the results of 

multiple assessments), and time (these are undertaken serially so it is often many 

months before a diagnostic formulation is reached and intervention organized). 

Furthermore, treatment is much more complicated that writing a prescription – it 

involves engagement with the family and the involvement of other 

professionals. There are rarely dramatic clinical improvements – results are seen 

only after time, so long term monitoring and follow up is needed.  

This suggests that we have to start thinking differently about the way to deliver 

services to these children. Rather than practising in isolation, we should consider 

working closely with allied health professionals as a part of a multidisciplinary 

team. Assessments could be undertaken in days or weeks rather than months, 

and a coordinated intervention plan developed by a skilled team. Some will say 

that children with these conditions are not the domain of paediatrics, and we 

have little to offer in terms of their assessment and management. But many of 

these children have underlying and predisposing medical or subtle neurological 

conditions which contribute to the presenting problem, and some do need 

medications.  
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As children’s morbidity patterns change, so must we as paediatricians change 

our approaches; the clinical practices of the past may no longer be the most 

effective and beneficial practices of today.  

 

 

 

The different levels of child health care
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109. Epilogue 

 

 

Adapting child health care service systems in Europe to 

the needs of children and adolescents: 
It is not only a matter of finances and "top down" management 

strategies! 

Jochen Ehrich, Francois Corrard and Natale De Santo 

 

The discourse - knowledge - interface 

The exchange of knowledge and ideas is the basis of scientific stimulation and 

liveliness. Without exchanging knowledge, feelings, beliefs and opinions, our 

brains would be numb. This principle applies to all social and cultural 

dimensions of human life. Liveliness in its incalculable complexity is only 

guaranteed if an optimal number of creative individual reflections are available 

for exchange. The exchange of these different "elements" requires a sufficient 

number of people/experts and different "intellectual rooms or spiritual frames" 

with different "contents". The variability of these reflective thoughts guarantees 

their exchange that takes place at the interfaces of different topics. 

One of the major challenges of critical analyses - such as this epilogue - is to 

make explicit the relations between discourse and knowledge. Both discourse 

and knowledge are very complex phenomena of all sciences having medical, 

philosophical, psychological, sociological and anthropological dimensions. 

Our book "This I think ..." was compiled by more people than the 79 listed 

authors. Some authors wanted to remain anonymous. They belong to different 

age groups and have very different geographic, scientific, social, political, 

economic, artistic and spiritual backgrounds. They come from 25 countries and 

dealt with their self- chosen topics by using various formats and contents for 
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their manuscripts. We invited people of different walks of life to submit a 

manuscript of their choice in order to initiate a sustainable exchange on current 

child health care problems within a creative framework. The enriched views of 

the authors were enhanced by comments from the editors. First and foremost, it 

was not a matter of finding a common consensus, but generating ideas in 

different spaces, disciplines and fields of activity, which should flow into the 

boundaries of other spaces, disciplines and fields of activity. This "interface 

discourse" is understood as an impulse for creative thinking and as an impetus 

for the transformation of civil society into a plural cultural society. 

The trans-disciplinary view serves the complexity of opinions on health care of 

children. In order to be efficient and sustainable, we encourage readers to 

integrate the multitude of viewed perspectives into their own clinical activities, 

seminars and lectures.  

Diversity of child health care services in Europe 

We think that disparity of child health conditions and mortalities in 53 European 

countries is mainly due to social living conditions and caused less by 

heterogeneity of standards of medical care. "There is a clear association 

between health status and a country’s wealth as measured by gross domestic 

product (GDP), and this is likely to reflect access to resources and equity of 

distribution." We agree with this conclusion, however, this positive summary 

does not mean that all wealthy nations have invested relatively more money for 

the most efficient health activities in relation to poorer countries to achieve 

higher quality of child health reflected in statistics. "If all countries in the 

European Union could reduce their child mortality to that of the best performing 

country (Sweden), over 12,000 excess deaths could have been prevented in 

2010." Excellent child health is obviously based on complex investments 

starting by avoiding social injustice such as poverty, educational hardship, lack 

of safety and disturbed psychological development. Additional financial 
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support must be invested in preventive and therapeutic paediatric care to further 

improve the health status of children and adolescents. 

"The health care needs of Europe’s children are changing, reflecting variations 

in the diseases, disabilities, and social influences that affect their lives. Health 

systems have not adapted sufficiently to these changes and in some instances fail 

to deliver high quality care. European health systems must develop new models 

of care to meet children’s current and evolving health needs." Again, we agree 

and come to the conclusion that the "ideal" national health care system for an 

individual child should fulfil the criteria of "availability, accessibility, adequacy 

and affordability. The investments require firstly financial support from the state 

and health insurance companies, secondly competence and cooperation of all 

those who care for children and thirdly responsibility and empathy of parents 

and society. The success of the preventive and therapeutic measures depends on 

the coordination and consensus of all persons and institutions involved. 

What should the future of paediatrics look like?  

We were asked the specific question on how future child health care services 

systems should be organized to care for all critically ill children in Europe. 

Our answer was that highly specialized paediatric centres of competence must 

be established in a geographically balanced network to improve the health care 

of children with complicated and rare diseases. In the past, these centres of 

competence developed more or less spontaneously in all European countries, 

especially at university children's hospitals where the subspecialists had 

established well functioning units of research and clinical care. However, these 

experts did not necessarily work in geographic regions where they were needed. 

We fully understand that experts usually concentrate on their academic interest, 

however, doing so without taking into account public health aspects and serving 

the needs and requirements of the regional or national population, creates 

fragmented and inequality of child health care. We believe that it was probably 

not the lack of conceptualization of infrastructure and internal organizational 
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strategies  of individual centres of competence that proved to be a problem. 

Instead, it was  possibly the lack of coordinating their own priorities with those 

of the stakeholders and other experts including primary and secondary care 

along with the voice of the patient and family. In summary, the main problem of 

improving child health care services seems to be  the one-sided view when 

establishing child-friendly, supra-regionally balanced and economically 

sustainable models.  

We believe that these all-too-human obstacles are likely to be resolved only by 

collaboration including a combination of bottom-up and top-down decision 

process. The combination of these two approaches requires a smart political and 

medical management. The health projects can succeed if the four views 

"subjective, objective, interactional and systemic views" of political leaders and 

medical actors are agreed by all. For instance, the organization of paediatric 

centres of excellence must adopt a socio-economic attitude along with consensus 

and integration with all stakeholders based on the needs of child health and their 

families within the region or country and take responsibility for the urgent 

delivery of this essential service. 

Why does Europe need better medical care systems aiming at protecting 

and treating healthy and ill children?  

Our answer to this general question is, that avoidable differences in the quality 

of care for European children and unnecessary diversification of paediatric 

care services must be removed. In the different chapters of this epilogue, we 

want to point out obstacles and pitfalls of past projects and processes, having 

had a negative effect in different European countries. Thus, we want to make the 

European dilemma more concrete and visible, to do justice to the complexity of 

challenges. 

Improvement of health care systems for children 

The improvement of health care systems necessitates clarification of 1. current 

status quo, 2. future needs and trends  and 3. urgency of  eliminating deficits in 
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care in general. Unfortunately, the health data base on the current state of quality 

of care is inconclusive in many European countries. Furthermore, the standards 

of child health care in Europe must be defined and harmonized by the EU 

according to a basic common European quality of care level within each country 

but not by "one fits all solutions". The urgency of implementing new structures 

in European health systems seems to be accepted by most policy makers and 

medical practitioners. However, it should be critically noted that not all 

stakeholders may have understood the fact that the future does not begin 

sometimes ahead and that it is not just a dimension of time. Above all, many 

projects will require an immediate break with existing concepts and structures. 

The current differences in quality of child health care have their roots and causes 

not only in economic crises, such as the year 2008, but reach much further back, 

mainly originating from 1. the lack of application of the thought model of "root-

cause-effect-long term consequences" , 2. too little consideration of the " life 

cycle model " and 3. the phlegmatic behaviour of "we do it the way we have 

always done it". A key problem in putting new health care theories into practice 

is obtaining the agreement of all stakeholders that profound changes are overdue 

and must be implemented now. Many people involved in health care perceive  

that - no matter what they do - the crisis continues without any substantial 

positive changes. The majority of European countries currently live in a health 

crisis as well as in a climate and environmental crisis but behave according to 

the principle of "business as usual". Opinion-leaders responsible for national 

health care systems, seem to know that changes are required, but they do not 

know what exactly must be done to improve the current grossly unsatisfactory 

situation. As a result, unless countries change their health care systems and 

eliminate the negative circumstances as a matter of urgency, they will 

experience major catastrophies by ignoring and postponing necessary changes. 

When suffering becomes too great, these countries will be forced to make even 

greater changes and financial investments. 
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What are the paediatricians' own motivations to change something in their 

national health care system?  

It is understandable that paediatricians have interests of their own, however, it 

must be borne in mind that immediate and individual satisfactions of their own 

needs damages the whole health care system. For example, the threat to the 

economic existence of private paediatric practices in the primary care systems 

by moving from a paediatric to a general practitioner system should not be the 

focus, but the well-being of children. First-order goals are those goals whose 

achievement meet universal human needs. Under these circumstances, this may 

result in the requirement to relinquish the needs of the paediatricians in 

individual countries. At European level, it should be mandatory that national 

paediatric organizations act in the sense of "international social responsibility", 

thus, contributing to the improvement of health care throughout Europe and also 

internationally, not just focusing on their own country. This also means that 

higher level and international decision-makers, like the European Union (EU)  

and the World Bank, must take specific national developments into account 

before adapting their recommendations and actions to national health care 

systems. For example, the "top-down" decision to replace paediatric primary 

care by general practitioners in two-thirds of Eastern European countries did not 

always lead to a better re-organization of primary health care for children but 

instead to a deterioration in quality of care, as assessed by paediatric presidents 

of national paediatric associations. 

Basic requirements for changes in health care 

Cognitive dissonance means a lack of consensus (willingness) and action 

(ability). The awareness of all stakeholders of the existance of cognitive 

dissonance will provide opportunities for clarification and changes ("taking the 

opportunity of identifying the chances during a crisis"). These necessary 

changes can only be put into practice if "better teaching" and "better 

understanding" are observed. Salutogenic decisions mean that stakeholders must 
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develop "universal desires worthy of first order", i.e. these relate to processes 

and circumstances of patient care, but not to other wishes. For example, 

improving  ambulatory patient care during night and day-time - as well as during 

weekends- should become a first-order desire. By contrast, the pursuit of a 

partial solution of day-time service should be second-order. The creation of 

satisfying concepts requires creativity and search for new ways as well as 

coordination of old and  new. Positive elements in the field of child health 

emerge on a culture of coexistence between adults and children. If this culture of 

positive coexistence is insufficient, such as in times of political crises or 

decadence, there is a need for cultural change in the entire society as such. 

Children are the weakest link in our society in times of crises and they need 

protection. In implementing a cultural change, the young generation of adults 

must play a key role by criticizing the establishment proposing new ways that do 

not suffer from a lack of alternatives. We conclude that young paediatricians 

should strive to become more influential in their medical and political 

environment. During the seminars on career planning at a medical faculty, one 

of us noticed that German medical students in their last academic year showed a 

lack of decision-making and determination in planning their careers. They 

seemed to be inhibited by pain-avoidance strategies and a normality of non-

existing alternatives. Could it be that a positive error culture is lacking in 

German society as well as in other Western European countries? We think that 

even an error in a detailed problem solving process can play a positive part of 

progress and innovation as a whole. Therefore, there must be a change from 

civil society in general and in medical societies in particular concerning their 

respective rules in cultural society, i.e. willingness to try out and change. 

Culture change and progress are influenced by learning across borders and 

through new theories and experiences, in which not only science, but also art are 

involved.  
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Successful health reforms  are dealing with complex systemic factors which are 

important and meaningful to all people. Thus, problem solving requires the 

principle of "system thinking". This includes the elaborate planning of disease 

dependent treatment pathways, taking into account overall processes starting 

with patient admission at the right place, at the right time, offering treatment 

by the right care givers, avoiding fragmented care,  allowing patient transfer  

to sub-specialists and rehabilitation and fostering re-integration into every day 

life activities. 

Inhibiting factors blocking the motivation of paediatricians to immediately 

change parts of their national healthcare system 

Numerous common factors present obstacles to overcome problems in child 

health care. Depression and burn-out of care-givers lead to paralysis of their 

professional performance. Progressive and compulsive demands lead to 

excessive self-responsibility and self-exploitation.  The realization that values 

are not always clearly defined and compete with each other may disturb 

cognition and balance of knowledge. To realize - that life is contradictory - 

falsely serves the purpose to explain one's own passiveness. One-sided 

perspectives lead to a "dead end of functionality" ("My priority is that it works 

for me") and to pain avoidance behaviour ("My priority is that it does not hurt 

me"). The uncritical use of ideologems - thought formations or ideas relating to  

supposedly concrete objects - can lead to confusion. The use of the ideologems 

"sustainability" or "globalization" does not solve any health care problem 

unless very concrete proposals are made by politicians to put theory into 

practice. 

The existential fear of the future has increased in Europe, especially in 

Germany (German "Angst") due to numerous social and political reasons. 

However, anxiety can only be regarded as positive if it is understood as a 

warning signal and if a health policy is based on "Resist the beginnings" and not 

"Wait and see". There is also a lack of awareness among many opinion-leaders 
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in health policy that change is needed universally. Not globalization but 

universality is the measure of all things. The improvement of child health care 

requires not only international connections between societies, institutions and 

states in the field of medicine, but the validity and generalization of 

comprehensive knowledge, education and scientific statements. 

 

The situation in Europe 

The lack of learning across national borders is one of the most common 

medico-organizational causes of inadequate, ineffective or counterproductive 

innovation. The behaviour of "trying to re-invent the wheel" has led to delays 

and the establishment of pseudo-innovative solutions in many European 

countries, although these had proven unsuccessful in other countries. In  

addition, transatlantic adoption of supply models from other continents is 

difficult to assess, especially if the supply systems of health care show 

fundamental differences, as in Germany and USA. Lack of international social 

responsibility means that national paediatric societies in Europe are not 

adequately addressing medical care problems in other European countries. In 

our experience, poor cooperation and jealous competition between different 

European paediatric umbrella organizations are responsible for the lack of an 

overarching "European Paediatric Society" in 2018. European paediatricians 

do not speak with one voice when meeting with politicians of the European 

Union in Brussels. In addition, the lack of funding for scientific projects on child 

health under the EU project "Horizon 2020" was correctly criticized by the 

European Observatory. It is desirable to improve the cooperation between 

national paediatric and other medical societies such as general practitioners 

involved in child health care. It must be the intention of all organizations to 

always place the child in the centre of their activities and to avoid lobbying by 

individual institutions, associations and societies 
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Conclusions 

One of the prerequisites for solutions and subsequent consensus among all those 

people and organizations involved in child health care is the recognition that 

paediatricians will choose those opinion-leaders and political representatives 

who have mastered the "tools" of basic medical socio-cultural skills in 

developing coping strategies. These intellectual qualities further require, among 

others,  consistency and assertiveness to emerge successfully from the crisis of 

health care services.  

We believe that improvement of children's health in Europe requires 1. the 

understanding of resilience mechanisms, 2. the avoidance of operational 

blindness, of "apocalypse blindness", which is according to the Austrian 

philosopher Günter Anders-Stern, the ability to imagine the worst, and 3. 

cognitive dissonance. 

Ultimately, this means for Europe that all paediatricians should work closely 

together united in one European Paediatric Society for the cause of children and 

thereby eliminating existing conflicts between 1. paediatricians in practice and 

hospital, and 2. paediatric generalists and organ specialists, and 3. paediatricians 

and other physicians and non-medical practitioners. It must not be forgotten that 

the shortfall of paediatricians in several European countries should not be 

elleviated or even compensated  by employing medical staff from foreign 

countries, as this will in turn lead to a supply crisis in their respective home 

countries. From the patients' perspective, all parts of child health care services 

should be available and accessible, affordable and adequate. They should 

interact and cooperate with each other. However, these services must be as close 

to home as possible. This strategy requires a constant statistical update of health 

care data in national institutes of medical statistics. Moreover, good 

governance of federal and national ministries of health and social affairs as well 

as of health insurance companies is mandatory. Last but not least, the joint 

forces of all national paediatric organizations must prepare a forum at both 
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federal and subsidiary level in which their representatives will speak with "one 

voice".  

In our opinion, future strategies also require a mixture of centralized and 

subsidiary institutions being involved in a constant exchange of top down and 

bottom up decision-making. This means that ministerial proposals will have to 

be tested by regional committees before being implemented. Regional experts 

must return the results of their findings, conclusions and proposals to central 

ministries allowing the adaptation from theoretical to practicable solutions. In 

this network solution, all paediatricians must actively collaborate and constantly 

strive to improve safety and outcome. Local teams of paediatricians must 

organize and evaluate every day care as well as liaise with social care allowing 

two-way communication with specialized paediatric centres. These paediatric 

specialist centres should not be seen as "stand-alone" institutions but rather as 

part of a well managed clinical network, promptly accepting the most urgent and 

critical cases for treatment and their subsequent transfer into the local system for 

rehabilitation after specialist care. Clinical leadership for gate-keeping and 

basic child health care must be practiced by community paediatricians who 

organize shared care with transparent patient pathways and clinical care plans, 

including training and joint clinics by specialized teams.  

We believe that most European countries need more well-trained general 

paediatricians and paediatric sub-specialists in order to improve child health care 

on different levels. This ideology is phrased by the philosophical statement that 

the "total is more than the sum of all single parts". By contrast, the motto "better 

care by fewer paediatricians" is an unrealistic slogan. The avoidance of 

operational blindness requires the identification of blocks of thought and 

action. The quote "Man is smaller than himself" means that man can build 

atomic bombs, but can not (and does not want to) imagine consequences of 

bombing people (apocalypse blindness). According to Hegel, the "known is far 

from being recognized". It requires "esprit de finesse" to understand complexity 
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of health care systems. The sensual perception of all-encompassing problem 

areas requires proximity. Without proximity, there is no perception. The 

proposal of abstract solutions does not lead to the goal of improving child health 

care services. Instead,  emotional intelligence and cooperation on European level 

are needed. Cognitive dissonance means that inconsistencies in the crisis 

should be accepted and kept together. Partial and fake solutions usually do not 

do justice to the whole. We believe that the principle of "deconstruction of 

opposites as a method of thinking" may be adopted to solve specific crises and 

challenges. Deconstruction means that in seemingly incompatible pairs of 

opposites, like "modern and old" or "generalist and specialist", people involved 

in crisis management should search for common ground between the opposites. 

For instance, what can be discovered as positive and up to date in the old 

system? In relation to the issue of primary care for children by either 

paediatricians or general practitioners, this would mean searching for existing 

common and overarching interests. Specifically, this means that the compromise 

is not the "one fits all" solution, but should be viewed as dependent on several 

factors. For example, the care for children in rural areas could be provided by 

those general practitioners having undergone adequate specialized paediatric 

training, while in the cities, child friendly health care teams are led exclusively 

by paediatricians providing a  24/24 hrs and 7/7 day  service. 

 

We believe that the child's life must always be in the centre of paediatric 

practice.  

 

Albert Schweitzer wrote: 

"I am life that wants to live in the midst of life that wants to live." 
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110. Update on hot research topics of EPA/UNEPSA  

and of EPA surveys (1999-2018) 

published in the Journal of Pediatrics from 2015- 2018 

and 

presented during EUROPAEDIATRICS congresses 

in 2015 and  2017 
 

 

Forty-two years of the European Paediatric Association – Union of National 

European Paediatric Societies and Associations (EPA-UNEPSA) 

Jochen Ehrich  

 

Managing health care of infants, children, and adolescents in Europe requires 

balancing clinical aims, research findings, and socioeconomic goals within an 

international environment characterized by cultural and economic complexity 

and large disparity in availability, affordability, and accessibility of paediatric 

care. Since 1976, the European Paediatric Association (EPA), formerly Union of 

National European Paediatric Societies and Associations (UNEPSA), has been 

trying to establish this balance, involving almost two generations of European 

paediatricians. This report explores how EPA-UNEPSA has gone through 

evolutionary periods and describes the founding generation of pioneers, as well 

as the formulation of clinical aims. This report examines the highlights of the 

Association and its congresses (EUROPAEDIATRICS) including the research 

activities according to each stage of development.  

During the international conference on the nutrition of infants and children in 

August 1975 in Montreux, Switzerland, 11 delegates of different European 

national paediatric societies decided to found UNEPSA. On June 20, 1976, the 

official foundation of UNEPSA took place in the St. Sophia Children’s Hospital 
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in Rotterdam, The Netherlands, and the constitution was ratified by 18 

representatives of national paediatric societies in Europe.  

The first 10-year period of EPA-UNEPSA was an era of tremendously efficient, 

with friendly interaction between the active members to promote 

communication among paediatric centres in Europe. EPA-UNEPSA 

continuously aimed to enhance primary, secondary, and tertiary paediatric care 

of all European children. Achieving the goal, EPA-UNEPSA relied on the 

principal challenges of international social responsibility with respect to children 

by initiating a strategy and basis for collection of demographic data, 

communication, confidentiality, cooperation, and consensus of all decision 

makers. In 1987, Bertil Lindquist and Klaus Betke gave a critical review of the 

achievements of UNEPSA during the first ten years.1 The two main 

achievements were: (1) the integration of European paediatrics into worldwide 

paediatrics as represented by the International Pediatric Association; and (2) the 

stimulation of professional contact between paediatricians from Eastern and 

Western Europe. The merit of the UNEPSA- pioneers was that they created the 

basis for future communication and cooperation among European paediatricians. 

During the next 15 years, the political situation in Eastern Europe changed 

dramatically and the Europe of 53 nations started a new chapter. The first 

generation of members of EPA-UNEPSA observed with great concern the fact 

that the rapid expansion of diagnostic and therapeutic facilities in Western 

European countries was not followed by a similar development in Eastern 

Europe, thus widening the gap of diversity of child health care in Europe with 

more than 250 million children aged less than 18 years.  

In the 1990s, it became clear that, due to the expansion of scientific knowledge, 

technology, and specialization, paediatrics was running the risk of being 

fragmented into—and replaced by—an increasing number of subspecialties. 

This form of evolution would have gone against the rights of children and 

adolescents to receive care as individuals, rather than organs or tissues, with a 
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holistic approach. Therefore, after seeing the extraordinary and positive results 

of subspecialties in their role of advancing and promoting child health, EPA-

UNEPSA particularly focused its attention on the aim of maintaining a strong 

general paediatrics and inter-culturally supporting the general paediatricians in 

their role of providing primary and secondary care to children and adolescents.  

In the most recent 20-year period, EPA-UNEPSA focused on adapting to the 

new era in paediatrics by establishing continuous communication with those 

societies and associations offering health care to children (e.g. general 

practitioners, family doctors, specialists, nurses, psychologists, parents’ 

organizations), and inviting them to the congresses EUROPAEDIATRICS for 

active exchanges of ideas.   

EPA-UNEPSA also expanded to study diversity of paediatric health care service 

systems in Europe and provided information on the provision of adequate, 

affordable, accessible, available diagnostic, and therapeutic care, as well as 

equity, efficacy, and efficiency of paediatric care for all paediatricians in Europe 

(Tab.1 and 2). One of the most recent challenges has turned out to be the 

provision of a basis for rational use of paediatric workforce.  EPA-UNEPSA 

aims at providing a panel for international discussions for paediatricians to 

provide evidence-based data that are based on scientific findings. However, 

EPA-UNEPSA is well aware that their national application may depend on 

country-specific priorities influencing appropriate use and updating.  

In summary, in the 42 years of the existence of EPA-UNEPSA it became 

clear that the diversity of paediatric care in 53 different countries in Europe 

is immense. Annual meetings with national paediatric presidents focus on the 

most urgent problems of paediatric health care. EUROPAEDIATRICS became 

the tri-annual congress for all general paediatricians and paediatric 

subspecialists in Europe. The main research activities of EPA-UNEPSA 

concentrate on identifying the demography of primary, secondary, and tertiary 

care paediatrics in Europe, with the objective of promoting strong advocacy and 
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political intervention in order to ensure the delivery of high quality health care 

to children throughout Europe.  EPA-UNEPSA is an active paediatric 

association representing more than three-quarters of all European countries. 

After 42 years, it is still expanding and improving both medical care of all 

children and cooperation of their carers in Europe.  

 
Betke K, Ehrich JHH, Janda J, Katz M, Rubino A. Thirty years of the Union of National 
European Paediatric Societies and Associations (UNEPSA). Eur J Pediatr 2007;166:349-357 
 

Table. 1.  EPA surveys concerning child health care in Europe 

1. Diversity of national child health care service systems 

2. Diversity of renal care for children (two surveys with ESPN) 

3. Diversity of cardiological care for children 

4. Diversity of dental care for children 

5. Diversity of neonatal care 

6. Diversity of primary care workforce (2 surveys including 1 with EAP and 

ECPCP) 

7. Diversity of electronic health records (with EAP) 

8. Diversity of primary paediatric care 

9. Diversity of oncological care for children 

10. Diversity of paediatric surgery (with xxx) 

11. Cross border care in Europe 

12. Diversity of child' s rights to health 

13. Diversity of informed consent 

14. Diversity of adolescent care 

15. Diversity of schools in children's hospitals 

16. Diversity of rehabilitative care 

17. Diversity of social paediatrics 

18. Diversity of early feeding strategies and allergy 

19. Diversity of national paediatric societies 
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Tab. 2. List of EPA publications in the Journal of Pediatrics 
An appeal for implementing social assistance and welfare  programs for European children 
challenged by parental loss.  
Ehrich J, Ferrara P. Corsello, G, Franceschini, G, Sbordone A, Giardino I, Pop Tl, Nigri, L 
Cullu F, Pettoello-Mantovani M. 
J Pediatr 2018 ;2000,300-300e2 
 
As few pediatricians as possible and as many pediatricians as necessary? Part 4 on pediatric 
workforce in Europe. 
Ehrich J, Burla L, Carrasco Sanz A et al.  
J Pediatr. 2018 in press 
 
Regulations of night shifts of pediatric residents: Review of responses to a European survey. 
Machtey E, Ehrich J, Somekh E.  
J Pediatr. 2018 Aug 16. pii: S0022-3476(18)30884-9. doi: 10.1016/j.jpeds.2018.06.058.  
 
How to Calculate the Risk of Shortage and Surplus of Pediatric Workforce? 
Ehrich J, Fruth J, Jansen D, Gerber-Grote A, Pettoello-Mantovani M. 
J Pediatr. 2018 Aug;199:286-287.e2. doi: 10.1016/j.jpeds.2018.04.075.  
 
Food Insecurity and Children's Rights to Adequate Nutrition in Europe. 
Pettoello-Mantovani M, Ehrich J, Sacco M, Ferrara P, Giardino I, Pop TL. 
J Pediatr. 2018 Jul;198:329-330.e1. doi: 10.1016/j.jpeds.2018.04.042.  
 
Pediatric Healthcare for Refugee Minors in Europe: Steps for Better Insight and Appropriate 
Treatment. 
Kerbl R, Grois N, Popow C, Somekh E, Ehrich J. 
J Pediatr. 2018 Jun;197:323-324.e2. doi: 10.1016/j.jpeds.2018.03.061.  
 
Never-Ending Stories, the Loop in Pediatrics-How Many Pediatricians Need to be Trained in 
European Countries to Keep the Pediatric Workforce Stable? 
Ehrich J, Pettoello-Mantovani M. 
J Pediatr. 2018 May;196:332-333.e3. doi: 10.1016/j.jpeds.2018.01.063.  
 
The Importance of Expert Opinion-Based Data: Lessons from the European Paediatric 
Association/Union of National European Paediatric Societies and Associations 
(EPA/UNEPSA) Research on European Child Healthcare Services. 
Ehrich J, Somekh E, Pettoello-Mantovani M. 
J Pediatr. 2018 Apr;195:310-311.e1. doi: 10.1016/j.jpeds.2017.12.064.  
 
Diversity of Service Systems in Pediatric Surgery for Fetuses, Neonates, Infants, Children, 
and Adolescents in Europe. 
Tillig B, Ehrich J, Rolle U. 
J Pediatr. 2018 Jan;192:270-271. doi: 10.1016/j.jpeds.2017.09.051. Epub 2017 Dec 12.  
 
Internet Addiction: Starting the Debate on Health and Well-Being of Children Overexposed to 
Digital Media. 
Ferrara P, Corsello G, Ianniello F, Sbordone A, Ehrich J, Giardino I, Pettoello-Mantovani M. 
J Pediatr. 2017 Dec;191:280-281.e1. doi: 10.1016/j.jpeds.2017.09.054. Epub 2017 Nov 21.  
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https://www.ncbi.nlm.nih.gov/pubmed/30049396
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Call for a European Paediatric Association/Union of National European Paediatric Societies 
and Associations Survey on National Child Health Care Services for European Children with 
Malignancies. 
Gaedicke G, Gronau W, Lode H, Ehrich J. 
J Pediatr. 2017 Oct;189:243-244. doi: 10.1016/j.jpeds.2017.06.047. Epub 2017 Jul 11.  
 
 Caring for Infants and Children Following Alternative Dietary Patterns. 
Ferrara P, Corsello G, Quattrocchi E, Dell'Aquila L, Ehrich J, Giardino I, Pettoello-Mantovani 
M. 
J Pediatr. 2017 Aug;187:339-340.e1. doi: 10.1016/j.jpeds.2017.04.053. Epub 2017 May 17.  
 
European Paediatric Association, the Union of National European Paediatric Societies and 
Associations Turns 40 Years: What This European Platform Offers to Pediatricians. 
Gerber-Grote A, Namazova-Baranova L, Hoey H, Pettoello-Mantovani M, Vural M, 
Mestrovic J, Somekh E, Ehrich J. 
J Pediatr. 2017 Jul;186:217-218.e2. doi: 10.1016/j.jpeds.2017.03.060. Epub 2017 Apr 25.  
 
Conceptual Design of Future Children's Hospitals in Europe: The Role of Caregivers in 
Transferring New Concepts from Theory into Practice. 
Ehrich J, Molloy E, Kerbl R, Pettoello-Mantovani M, Vural M, Gerber-Grote A. 
J Pediatr. 2017 May;184:244-245.e1. doi: 10.1016/j.jpeds.2016.12.017. Epub 2016 Dec 23.  
 
Conceptual Design of Future Children's Hospitals in Europe. The Role of Public and Private 
Stakeholders as Transferors of New Concepts from Theory into Practice. 
Ehrich J, Molloy E, Kerbl R, Pettoello-Mantovani M, Gerber-Grote A. 
J Pediatr. 2017 Apr;183:204-205. doi: 10.1016/j.jpeds.2016.12.001. Epub 2016 Dec 23.  
 
Conceptual Design of Future Children's Hospitals in Europe: Planning, Building, Merging, 
and Closing Hospitals. 
Ehrich J, Molloy E, Pettoello-Mantovani M. 
J Pediatr. 2017 Mar;182:411-412.e1. doi: 10.1016/j.jpeds.2016.11.068. Epub 2016 Dec 15.  
 
The Role of Retired Pediatric Professors in European Child Healthcare Services. 
Ehrich J, Nwaneri N, De Santo N. 
J Pediatr. 2017 Feb;181:332-333.e1. doi: 10.1016/j.jpeds.2016.10.055. Epub 2016 Nov 10. 
No abstract available.  
 
Working with the Union of National European Pediatric Societies and Associations in 
"Building Bridges Across Europe": The Eighth EUROPAEDIATRICS, Bucharest, Romania, 
June 7-10, 2017. 
Pettoello-Mantovani M, Namazova-Baranova L, Mestrovic J, Somekh E, Ehrich J. 
J Pediatr. 2016 Nov;178:311-312.e1. doi: 10.1016/j.jpeds.2016.08.029. Epub 2016 Aug 26.  
 
Use of electronic health records by child primary healthcare providers in Europe. 
Grossman Z, Del Torso S, van Esso D, Ehrich JH, Altorjai P, Mazur A, Wyder C, Neves AM, 
Dornbusch HJ, Jaeger Roman E, Santucci A, Hadjipanayis A. 
Child Care Health Dev. 2016 Nov;42(6):928-933. doi: 10.1111/cch.12374. Epub 2016 Jul 10. 
 
The Child Health Care System of Germany. 
Ehrich J, Grote U, Gerber-Grote A, Strassburg M. 
J Pediatr. 2016 Oct;177S:S71-S86. doi: 10.1016/j.jpeds.2016.04.045. Epub 2016 Sep 22. 
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The Einstein house hosting a workshop of EPA council in 2007  

(Sven Petersen, photographer) 

 

                         
The house of Albert Einstein in Caputh, close to Berlin, serves as a gathering place for 

scientists who want to persue projects in an atmosphere of inspiration.  

(Sven Petersen, photographer) 
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Addendum 
 

 

111. Translating the principles of children’s rights to 

health into practice  
Jochen Ehrich 
 
The following text wants to inform how the European Paediatric Association 
aims at gathering new information on the diversity of child health care 
services in European countries, respectively related to how children’s rights 
to health have been implemented into practice in all countries. 
As can be easily seen from the few results of only 17/53 countries there are no 
complete data sets of all 53 European countries available and there are also 
many open questions.  
Please try to give your own answer to the MiniQ below and proceed to the given 
answers thereafter. Finally read the open questions which should have been 
answered by all countries. The dilemma of under-reporting of requested data to 
EPA surveys child healthcare services is not limited to the activities of 
EPA/UNEPSA. 
Instead it reflects the lack of  good will to lay open the strenghts and weaknesses 
of national health systems. 
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EPA-Mini-Questionnaire on translating the principles of children’s rights 
to health into practice  
 
Dear colleagues, 
This questionnaire aims to gather new information on the diversity of child 
health care services in 53 European countries as related to how children’s rights 
to health have been implemented into practice in your country. 
We realise that our Mini-Q will entail a certain amount of work for you, but we 
hope you will take the time to participate.  
Data from the questionnaire will compard with previously optained data in 2013 
and published thereafter.  
Please answer by entering your data into the marked fields and return your email 
plus attachment to: ehrich.jochen@mh-hannover.de 
Many thanks for your help.  
Kind regards 
Jochen Ehrich, on behalf of the organisers. 
 
Questions 
1. National constitution and governance 
 
1.1. Is there a special paragraph in the constitution of your country that refers to Child Rights: 
No   
Yes  
If yes, please specify (e.g. attach the paragraph):       
Don’t know  
 
1.2. Does your parliament have a commission on Child Rights? 
No   
Yes  
Other. Please specify:       
 
1.3. Do you have non-governmental organisations (NGO) taking care of child’s right’s to 
health matters? 
No   
Yes  
Is yes, please specify:       
Other. Please specify:       
 
2. Implementing child’s rights to health into practice 
 
2.1. The relevant information on child’s rights to health is given to children by whom: 
Nurse  
Doctor  
Other. Please specify:       
 
2.2. How is the information on child’s rights to health given to children? 
Generic oral information about the rights and duties  
Written information in different formats, adapted to target groups  

mailto:ehrich.jochen@mh-hannover.de
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Other. Please specify:       
 
2.3. Do you have special training courses/seminars for care givers on_ 
 
2.3.1 Communication with children 
Yes, always  
Sometimes  
Never  
 
2.3.2 Participation children in medicine 
Yes, always  
Sometimes  
Never  
 
2.3.3 The child friendly health care model of the Councils of Europe 
Yes, always  
Sometimes  
Never  
 
2.3.4 Adherence of care givers  to treatment 
Yes, always  
Sometimes  
Never  
 
2.3.5 Compliance of patients to treatment 
Yes, always  
Sometimes  
Never  
 
 

Answers 
Have paragraphs on child rights been introduced into your national constitution? 
No  = 3 
Yes  = 13 
UK has no constitution (UK) 
Does your parliament have a commission(er) on child’s rights? 
No  = 4 
Yes  = 11 
 Don’t know  = 2 
Do you have non-governmental organisations (NGO) taking care of child’s right’s to 
health matters? 
No = 0 
Yes  = 17 
The relevant information on child’s rights to health is given to children by whom: 

 Nurse     = 10 countries 
 Doctor    = 15 
 Other. Please specify: Poster  = 1 
 Don’t know    = 1 
  

How is the information on child’s rights to health given to children? 
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 Generic oral information about the rights and duties   = 14 
 Written information in different formats, adapted to target groups  = 1 
 Other. Please specify: Internet      = 1 
 None          = 1 

Do you have special training courses/seminars for care givers during your national 
paediatric congresses on the child friendly health care model  
of the Council of Europe 
Yes, always  = 2countries 
Sometimes  = 5 
Never   = 4 
Don’t know  = 6 
 
How is the Council of Europe’s model of child friendly health care (CFHC) translated into 
practice? 

 If yes, please specify:        =3 
 Don’t know    =14 

Have lectures in child's rights been included in your undergraduate and post graduate 
education of paediatricians? 

 Yes, always  = 4      
 Sometimes  = 11 
 Never  = 2 
 Don’t know  

Do you have special training courses/seminars for care givers during your national 
paediatric congresses on 
Communication with children 
Yes, always  = 1 country 
Sometimes  = 14 
Never   = 1 
Don’t know  = 1 
Participation children in medicine 
Yes, always  = 2 
Sometimes  = 14 
Never   = 1 
Adherence of care givers  to treatment 
Yes, always  = 7 
Sometimes   = 9 
Never   = 1 
Compliance of patients to treatment 
Yes, always  = 6 
Sometimes  = 10 
Never   = 1 
 
 
Other information on the lack of knowledge transfer on child rights to paediatricians. 
To what extent has the concept of child‘s rights to health been transferred from theory into 
practice of primary care paediatricians? (median number = 146 PCP) (Katz et al. 2015) 
 
Do you feel that you have enough of knowledge regarding children’s rights? 
Country      GER  HUN   ISR    ITA     FRA    SLOV SPA   
Responding % with NO         49%   69%     51%   55%   70%    35%      53% 
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Open questions 
1. Is your National Paediatric Society working with regional, national and/or 

international NGOs related to rights-based health initiatives? 
2. Is there coordination of responsible departments and agencies at all levels of 

government, e.g. health, welfare, education, planning and environment, related to 
optimizing children’s survival and development, access to health care and health 
outcomes? 

3. Has the National Paediatric Society undertaken a budgetary analysis of resources 
allocated to children’s health? 

4. Has the National Paediatric Society and/or other organizations undertaken a campaign 
or other effort to make it widely known that children have a right to health? 

 Is the National Paediatric Society or other related organizations involved in:    
Monitoring and evaluation of children’s rights to health? 

 Making the implications of Article 24 widely known to adults and children? 
 Development of appropriate training and awareness-raising in relation to 

article 24? 
 Training of health workers, social workers and teachers, and other 

professionals  related to children’s rights to health? 
 
 
Are there mechanisms established to ensure the voice and views of children and youth 
are respected in relation to the planning and development of all health care services? 
 

1. Are children routinely involved in decision-making in relation to their individual 
health treatment? 

2. Do all children in the jurisdiction have the right to enjoyment of the highest attainable 
standard of health?  

3. Do all children have equitable access to facilities for the treatment of illness and 
rehabilitation? 

4. Do all children with disabilities have the right to the same level of health care in the 
same system as other children? 

5. Do girls have equal rights to health care? 
 
Is adequate information collected in your country to ensure accuracy of reporting: 

1.  Infant mortality rates? 
2.  Under-five mortality rates? 
3.  Mortality rates for older children? 
4.  Issues of discrimination in the health system and health policies?   
5.  Health disparities? 
6. Is there a consistent and continuing reduction in the infant and child mortality rates 

 in the State? 
 
Privacy and participation 

1. Do young people have access to appropriate confidential health services related to 
information, counseling and medical interventions for sexually transmitted infections 
prevention and treatment, pregnancy prevention, pregnancy termination? 

2. Can youth independently consent to the Human Papilloma Virus vaccine in your 
country? 
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3. Do children have rights to privacy for other than sexual health issues? If so, at what 
age? 

4. Are adolescents directly engaged in the design of health services for their use? 
5. Is the development of primary child health care adopted as a priority? 
6. Do children and/or families have the capacity to choose the doctors or other health 

professionals who will care for their children? 
 
Survival and Development 
Has the State set appropriate targets for the full attainment of the child’s right under 
article 24 in relation to infant-, under-five-, under-14  and maternal mortality rates? 
 
Rights-based Health Initiatives 

1. Are there formal Baby Friendly Hospital initiatives ongoing in your country? 
2. Is the National Paediatric Society involved in any Rights Respecting Hospital 

initiatives? 
3. Has the EACH Charter or other similar statements of children’s rights in hospitals 

been implemented in hospitals in which children are admitted? 
4. Has the State taken appropriate action to ensure implementation of the 
5. International Code of Marketing of Breastmilk Substitutes? 
6. Has the State reviewed all traditional practices involving children in all sectors of the 
7. population to ensure that none is prejudicial to health or incompatible with other 
8. articles in the Convention (in particular articles 3, 6, and 19)? 
9. Has the State taken effective and appropriate measures to abolish all traditional 
10. practices prejudicial to the health of children or incompatible with other provisions 
11. of the Convention? 
12. Do all young women and men have access to information and services to ensure that 

pregnancies are not too early, too closely spaced, too many? 
 
Is the Professional Society engaged in efforts involving: 

1.  reduction of malnutrition among children? 
2.  reduction of rate of low birth weight? 
3.  reduction of iron-deficiency anaemia? 
4.  access to safe drinking water? 
5.  protection from environmental pollution? 
6.  eradication of poliomyelitis? 
7.  elimination of neonatal tetanus? 
8.  elimination of measles? 
9.  maintenance of high levels of vaccination coverage? 
10.  reduction in deaths due to diarrhoea and the diarrhoea incidence rate? 
11.  reduction in deaths due to acute respiratory infections? 

 
Has the State ensured adequate access to health education, health promotion and 
support to the public and in particular to parents and children on: 

1. Child health and nutrition? 
2. Advantages of breastfeeding? 
3. Hygiene and environmental sanitation? 
4. Prevention of accidents? 
5. Children’s preventive health care?   
 

Is the State involved in international cooperation and cross border care? 
Are there review boards to assess the ethical standards of research involving children? 
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112. Establishing a child rights, health equity, and social 
justice-based practice of paediatrics. 
 
Table 1.  Principles for the realization of children’s right to health:  Basic Premises 

Reprinted from Goldhagen J, Mercer R, Robinson G, Duran E, Webb E, 
Ehrich J. Establishing a child rights, health equity, and social justice-based 
practice of pediatrics. J Pediatr. 2015 Apr;166(4):1098-9.e1-3. doi: 
10.1016/j.jpeds.2014.12.024. Review with permission from Elsevier. 
License number 4424910378738 of the Copyright Clearance Centre. 

 

BASIC PREMISES FOR THE REALIZATION OF CHILDREN’S RIGHT TO HEALTH 

 

Principle 1.  WHO definition of health.  The practice of Community, Social, and Societal Pediatrics (C-SSP) is 

framed in the context of the World Health Organization’s (WHO) definition of health.2 This will ensure all 

prerequisites for health and health related quality of life are addressed and fulfilled. This will also expand the focus of 

pediatrics and pediatricians from “child health” to  “children’s health and well-being,” and impact all aspects of the 

implementation and measurement of strategies related to the practice of C-SSP.  

Principle 2.  Human rights documents. The full complement of human rights documents, including most 

specifically the UN Convention on the Rights of the Child (1979),1 Ottawa Charter for Health Promotion (1986),2 

African Charter on the Rights and Welfare of the Child (1999),3 UN Convention on the Rights of People with 

Disabilities (2006),1 and related General Comments inform and structure all elements of C-SSP practice. 

Principle 3.  Health equity and child rights.  The practice of C-SSP engages the domains of pediatric practice 

presented in the AAP policy statement Health Equity and Child Rights:5  a) child rights, b) social justice, c) human 

capital investment, and d) health equity ethics; as core elements of pediatric practice, systems development, and 

policy.  

Principle 4.  Social epidemiology and life course science.  C-SSP uses the knowledge and experience of social 

epidemiology and the life course sciences to inform public and private sector organizations, agencies, institutions, 

professionals, and other stakeholders how to translate the principles of child rights, health equity, and social justice 

into the delivery of health services, the development of health systems, and the generation of relevant public policy.  

In particular, epigenetics provides critical insights into the complex interactions between social environments and 

gene expression.   

Principle 5.  CRC Article 24.  The child’s right to health, presented in CRC Article 24 and related articles [Insert 

2], including the core CRC Articles 2 (non discrimination), 3 (best interests), 6 (survival and development), 12 

(participation), and 17 (access to information), serve as the primary principles for the practice of C-SSP.  Article 24 is 

arguably among the most complex rights to fulfill, given our understanding of the impact of social and environmental 

determinants on the health and well-being of children.  Advances in knowledge of the impact of child health on adult 

health trajectories greatly magnify the importance of fulfilling the child’s right to health.  Thus, in addition to the 

broad array of related articles within the CRC (Insert 2), strategies to fulfill children’s right to health must also engage 

other human rights conventions and documents, in particular, those related to the health and well-being of women. 

Traditionally, women’s rights agendas (sexual and reproductive rights) have been separated from children’s rights 
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agendas. More recently, we have come to understand the mutuality of respecting both women’s and children’s rights.6 

Principle 6.  Health system structure.  Many state and institutional health policies remain grounded in selective 

primary care (low-income countries), and/or biomedical models focused on access to primary and subspecialty health 

care (mid and upper-income countries).  Global, national, and regional health policies must establish a rights, equity, 

and justice-based structure for the delivery of universal health services and related sector systems to address the 

social and environmental determinants of child health.  These services and systems must conceptualize the CRC as a 

set of standards and norms, strategies, and tools that respond to root-cause determinants of child health and well-

being.   

Principle 7. Public health approach.  C-SSP adopts a public health approach to fulfilling children’s right to 

health.  The US Institute of Medicine’s report on the Future of Public Health7 identifies three core functions of public 

health—Assurance, Assessment, and Policy—that can be used to frame the efforts of states, professionals, and 

stakeholders to implement CRC Article 24 and its related articles.  

 

 

Table 2.  Principles for the realization of children’s right to health:  Normative 

Standards and Models 

 

NORMATIVE STANDARDS AND MODELS FOR THE REALIZATION OF CHILDREN’S RIGHT 

TO HEALTH 

 

Principle 8.  Leadership.  The knowledge and tools exist to transform the structure and function of health 

services and systems into rights, equity, and justice-based systems of care.  C-SSP provides the leadership; establishes 

the goals, objectives and tasks; provides access to tools [Insert 1]; and defines the metrics required to monitor the 

accomplishment of this transformation.  The practice of C-SSP: 

 Recognizes and addresses the complex interplay of social and environmental determinants of children’s 

health and well-being.  

 Establishes the CRC as a tool/matrix that can be used to frame responses to the complex interplay of child 

health determinants. 

 Creates a common health systems framework to analyze and address child health services, systems, and 

policies.   

 Requires states and institutions to identify the root-cause determinants of children’s health prior to 

implementing prevention, promotion, and mitigation strategies. 

 Develops and implements rights, equity, and justice-based tools that can be used to advance the health and 

well-being children.   

 Catalyzes the development of curricula to prepare professionals to use/evaluate these tools. 

 Ensures child and youth participation. 

Principle 9.  Normative standards. CRC Article 24 and its related articles establish the normative standards for 

the function of health systems and health outcomes. Public and private sector stakeholders in children’s health and 

well-being must use the CRC articles related to health, and in particular the core principles of child rights (Articles 2, 

3, 6, 12, and 17), to frame, implement, and evaluate all policies, programs, and systems that impact child health.  Given 

the right of all children to health, the impact of health on the realization of all other rights, the societal impact of child 

health on her/his well-being, and the effects of children’s health on the adult life course; the child’s right to health 

must be a priority for states’ distribution of resources and other public policies. 
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Principle 10.  New medical models.  Advances in knowledge and understanding of the impact of social and 

environmental factors on health, and the biology and physiology underpinning this impact, requires parallel changes 

in strategies to optimize the health and well-being of children and the adults they will become.   These strategies must 

be rights, equity, and justice-based in order to succeed. Fulfilling the elements of Article 24 and its related articles will 

require new medical models to embrace rights, equity, and justice-based models of health services, systems, and 

policies.  

Principles 11.  Systems-of-care principles. States should embrace systems-of-care principles with respect to 

developing, implementing, and evaluating the systems and practices required to fulfill the health rights of children.  

These principles include the necessity of systems and practices, at a minimum, to be family centered, youth guided, 

culturally and linguistically competent, and evidence-based. 

Principle 12.  Child and youth participation.  Children and youth, and in particular those marginalized by social 

and environmental determinants, disabilities, and medical conditions; must be fully engaged in defining, developing, 

implementing, and evaluating policies, systems, and practices related to the broad spectrum of initiatives required to 

fulfill their rights to optimal health and well-being.   Metrics to measure child and youth participation must be 

established and used for assessment and quality improvement.8  

 

 
Table 3.  Principles for the realization of children’s right to health:  Roles and 

Responsibilities 

 

ROLES AND RESPONSIBILITIES FOR THE REALIZATION OF CHILDREN’S RIGHT TO 

HEALTH 

 

Principle 13.  States’ responsibilities.  States cannot devolve or relinquish their responsibility to ensure 

children’s right to health through privatization, outsourcing, or other strategies; nor as a result of externally imposed 

restrictions on their public health responsibilities for assurance, assessment, and policy development.7 This relates to 

states’ own internally generated policies for privatization of public health programs and health services, as well as 

internationally imposed policies related to structural adjustment and economic policies.   

Principle 14.  Professional education.  The neglect and indifference toward the principles of child rights, equity, 

and justice in relation to health, and the general disregard of the social and environmental determinants of health and 

life course sciences in the education of health professionals, have and continue to contribute to the failure to optimize 

children’s health and well-being and reach Millennial Developmental Goals.2 The continued marginalization of 

children by race, sexual orientation, age, gender, disability, social status, etc. also contribute to these failures. Child 

health professionals must be educated in the practice of health and human rights.  

Premise 15.  Mental health and early child development.  Mental health has been neglected in the discourse of 

child health. With advances in knowledge related to brain and early child development, it has become increasingly 

clear that both child and adult physical and mental health and well-being are determined early in childhood. 

Implementation of Article 24 must include a focus on children’s mental health, including the need to address early 

brain development, as critical elements of a child’s right to health, education, survival and development, and other 

related rights [Insert 2].  CRC Article 6 and General Comment 7 address the priority of ensuring children’s rights to 

optimal early child development. 
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Table 4.  Principles for the realization of children’s right to health: Measures, 

Monitoring and Evaluation 

MEASURES, MONITORING, AND EVALUATION FOR THE REALIZATION OF CHILDREN’S 

RIGHT TO HEALTH 

Principle 16.  Metrics.  The metrics used to measure the success of rights, equity, and justice-based approaches 

to the practice of C-SSP include its capacity to both prepare states, professionals, professional organizations, and other 

stakeholders to respond to the root causes of contemporary child health determinants; as well as prevent and 

mitigate future health issues, e.g., the impact of globalization and climate change on children. 

Principle 17. Levels of indicators.  The practice of C-SSP establishes two levels of rights, equity, and justice-

based indicators:  a) Outcome indicators that can be used as metrics across and within countries, and b) Proximal 

determinant indicators that can be used to address root cause determinants unique to individual communities.   

Principle 18.  Rights, equity, and justice indicators.  Metrics used to evaluate the design and implementation; 

and formative, summative, and transformative outcomes of policies, systems, programs, and practices related to CRC 

Article 24 and related articles should be structured as rights, equity, and justice indicators.2,8,9.10   

 Rights indicators use the principles of human rights and articles of the CRC to describe the status of structure, 

process, and outcome variables related to the status of children.2,8   

 Equity indicators explicitly move the science of measurement from quantifying disparities to assessing the root 

causes of disparities and suboptimal child health and well-being, and the capacity of systems to ensure all 

children can reach optimal outcomes. 

 Justice indicators measure the allocation and distribution of finite resources required to advance rights and 

ensure equity in systems. 

Principle 19.  Disaggregation of data.  Rights and equity indicators cannot be based/measured by aggregate 

data.  Data related to practice, systems, policies, and outcomes must be disaggregated to reflect disparities based on 

geographic, gender, socio-economic, political, cultural, and environmental determinants.     

Principle 20.  Metrics of root-cause determinants.  Given the impact of social, economic, political, cultural, and 

environmental determinants on child health and well-being; health equity indicators must measure these root-cause 

determinants in the context of formative and summative assessments of all aspects of state, professional, and 

stakeholder efforts to fulfill the health rights of children. 
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113. The EACH Charter on child's rights in 
hospitals 
EACH Annotations Stockholm edited 28-01-2016 
 
The EACH Charter recognises and endorses the rights of the child as stipulated in the UN Convention 
on the Rights of the Child (UNCRC), and in particular the key principle that, in all situations, the best 
interests of the child should prevail (art.3). In addition, the EACH Charter relates to the UNCRC 
General Comment No 15 (2013) on the child’s right to the enjoyment of the highest attainable 
standard of health (art. 24), and to the UNCRC General Comment No. 4 (2003) on adolescent health 
and development. 
   
CHILD: The UNCRC defines the age of a child to be from 0 –18 years. In accordance with the 
UNCRC, the term ‘child’ in this document includes all children, from newborn to adolescent. 
PARENT: The term ‘parent’ in this document refers to an adult providing a primary caring 
role to a child. The relationship of the person who provides this caring role can extend beyond 
family members but the care giver is familiar, trustworthy and acceptable to the child and 
parent. 
HOSPITAL, CARE: The terms ‘hospital’ or ‘care’ apply to all forms of healthcare services 
where treatment is provided for children. These include home care, ambulant or day care, 
emergency care or residential care outside of hospital.  
 
Article 1 
Children shall be admitted to hospital only if the care they require cannot be equally well 
provided at home or on a day basis. 

 Before admitting a sick child to hospital all forms of appropriate care should be considered: at 
home, in a day clinic or in another healthcare setting.  

 When admitting a child to a hospital, it is important that the hospital should be as close to 
home as possible but also be capable of providing the standard of clinical care required by the 
child. The family’s particular situation and circumstances should be taken into consideration. 
Care should be delivered in accordance with the EACH Charter.   

 The rights of sick children must be respected regardless of the place of care.  
 During admission regular reviews of the child’s condition should take place. The family’s 

circumstances and the level of care required should be assessed, so that the child’s stay in 
hospital is not prolonged unnecessarily. 

 All necessary information, assistance and support should be given to parents wherever their 
child is being cared for.   

Article 2 
Children in hospital shall have the right to have their parents or parent substitute with them at 
all times. 

 The right of children not to be separated from their parents, and to have their parents with 
them, is integral to the care of sick children. The best interests of the child should always be 
taken into consideration. 

 If the parents are unable to stay with their child, the child can be accompanied by a familiar 
and accepted person who is able to give the child appropriate support.   

 Children have the right to have their parents with them regardless of the child’s age, 24-hours 
a day. This applies to all situations where children  need, or possibly might need, their 
parents, e.g. 
 
o whether or not the child is being treated or examined, with or without local anesthesia or 

sedation;  
o during the induction of anesthesia and during recovery;  
o during periods of coma or semi-consciousness and during resuscitation. (At such times, 

parents must be offered full support)  
o after birth, whether the newborn child is healthy or needs special care. 
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It also includes: 
o children in neonatal or paediatric intensive care units, accident & emergency departments, 

isolation rooms, medical imaging rooms, recovery rooms, maternity services, ambulant 
transport services, or other healthcare settings in or outside of hospitals. 

Article 3  
(1) Accommodation should be offered to all parents and they should be helped and encouraged 
to stay. 
 Staff members responsible for the admission, treatment or care of a child should invite all parents 

to stay without imposing any particular criteria.  
 Staff members should advise, encourage and support parents in making a decision about staying in 

hospital with their child and should offer support and services to facilitate their stay.  
 Hospitals should provide sufficient and suitable space to enable parents to stay with their child. 

This should include a bed next to the child’s bed; sitting, eating and bathroom facilities and 
storage space for personal belongings. 

 
(2) Parents should not need to incur additional costs or suffer loss of income. 
 No additional costs should arise for parents when staying with their child. They should be entitled 

to free overnight stay and free or subsidized food.  
 Parents who are unable to attend work or fulfill duties at home should not incur any loss of income 

or incur other costs due to: 
o staying in hospital with their child; 
o providing  full-time care of their child in hospital;  
o the daily care of healthy siblings at home by other persons. 

 Assistance should be provided where financial circumstances prevent a parent from staying with 
or visiting a child (e.g. travel costs and other expenses). 

 When caring for their child, either in hospital or at home, parents should be entitled to paid leave 
for the duration of their child’s illness. 

(3) In order to share in the care of their child, parents should be kept informed about ward 
routine and their active participation encouraged. 
Partnership in Care 
Staff should facilitate the parents’ active participation in the day-to-day care of their child by:  
  arranging with parents the elements of everyday care they want to take over;  
 supporting the parents in doing this; 
 respecting their way of taking care of their child and accepting their decisions;  
 advising parents on how to care for their child to help recovery. 
Partnership in Nursing 
By sharing in the nursing care of their child while in the hospital, parents may become more 
competent and confident to care for their child when home again.  Developing this competency may 
influence the duration of the hospital stay.   
Staff should support parents to take an active role in the nursing care of their child by: 
 sharing information and expertise;  
 helping the parents to become competent through teaching and training; 
 supervising the parents until they feel comfortable in performing the required care;   
 regularly reviewing the elements of nursing care the parents are able or willing to perform; 
 offering emotional support when necessary. 
Article 4 
(1) Children and parents shall have the right to be informed in a manner appropriate to age and 
understanding. 
Children, and their parents, are entitled to know what is going to happen to them before undergoing an 
examination, treatment or other procedure.  
Timely and accurate information allows children to retain a sense of control about their healthcare, 
particularly in hospital. 
Information for children 
Information given to children should: 
 be based on the child’s age and understanding and take into account their level  
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 of development;  
 be  informed by what the child already knows or imagines;  
 include honest and simple explanations about their condition and treatment outcomes;  
 explain the course of events to come, including what the child may see, smell, hear and feel; 
 include appropriately prepared verbal, audiovisual and written information, supported by 

illustrative models, play or other media presentations. 
Staff giving information should appreciate the child’s capacity to comprehend information and express 
his or her views. Staff should: 
 encourage and answer questions, offering comfort when concern or fear is expressed;  
 help the child to select and practice strategies for coping; 
 make sure that all explanations given have been properly understood;  
Preparation will only have a positive effect if the child feels safe. Therefore, information should be 
given, whenever practicable, in the presence of the parents. Parents need to know what information the 
child has, so that they can refer to it and repeat it until the child has understood the information 
correctly. 
Information for parents 
Information given to parents should: 
 be clear and comprehensive; 
 consider the parents present situation, especially feelings of fear, sorrow, guilt, anxiety or stress 

regarding their child’s condition; 
Staff giving the information should:  

o encourage questions;  
o introduce parents to a ‘named person’ whom they can contact whenever they are in need of 

information; 
o satisfy the need for more information by directing parents to additional sources and support 

groups; 
o provide parents with unrestricted access to printed or digital documentation regarding the 

illness of their child; 
o The sick child or a sibling should not be used as an interpreter for the parents. 

Information for children and parents 
Information to meet the needs of both the child and parents should:  
 be provided continuously during the whole period of care;  
 include information regarding care after discharge; 
 be provided in a stress free, secure and private environment without pressure of time; 
 be given by experienced staff trained and competent to communicate with children and parents in 

a way which can be readily understood;  
 be given, preferably, in the  family’s language, with the assistance of a translator if required;  
 be repeated as often as necessary to facilitate understanding, checking to ensure that the 

information has been properly understood by both the child and the parents. 
Children have the right to express and have their views taken into consideration.  Providing they have 
sufficient competence to understand the matter, they may veto their parents’ access to their health 
information, depending on the stipulations of national laws. In such cases staff are required to proceed 
with the utmost care to evaluate the situation properly. Protection, counselling and support should be 
given to the child. Hospital staff should also ensure that necessary counselling and support are also 
given to the parents who may be in need of psychological and social help and advice at this time.  
(2) Steps should be taken to mitigate physical and emotional stress. 
All children, including premature and full-term babies, are entitled to adequate pain relief and should 
be protected from discomfort. Wellbeing means more than the absence of physical suffering.  
 To reduce physical and emotional stress and pain experienced by children, the required preventive 

measures should: 
o be adapted to the individual needs of the child; 
o help the child to select and practice strategies for coping; 
o offer appropriate distraction techniques;  
o involve the services of trained play specialists; 
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o avoid restraint, fixation or any other form of forced immobilisation during  medical 
procedures, unless there is no alternative in a life threatening situation;  

o prevent or reduce pain incurred during examination, medical treatment or during pre- or 
postoperative interventions; 

o grant sufficient periods of rest between treatments; 
o offer protection from unavoidably upsetting experiences during care; 
o prevent feelings of isolation and helplessness; 
o avoid or reduce situations or actions described by the child as stressful; 
o recognise and act upon the fears or concerns of the child whether or not explicitly expressed.  

 Staff should:  
o take appropriate action if a child becomes stressed by being isolated or as a reaction to the 

condition of other patients; 
o encourage continuous contact with parents, siblings and friends; 
o offer play and recreation activities suitable to the child’s age and development; 
o allow children and parents the opportunity to retreat to rooms that are appropriately equipped 

and offer a stress free environment. 
 To mitigate emotional stress parents should be offered: 

o emotional support, especially parents whose children are receiving palliative care; 
o measures ensuring their protection from too much strain while caring for their child; 
o contact with social services, psychologists and therapeutic health care     professionals; 
o religious support or counseling when requested, taking into account the family’s cultural 

background; 
o contact with self-help groups, relevant support groups and patient or consumer 

organisations.   
o If distressing situations or events occur, children and their parents should be given the 

opportunity to complain and be informed of the process.  
Article 5  
(1) Children and parents have the right to informed participation in all decisions involving 

their healthcare. 
 Participation in decision making requires advance information about all measures that need to be 

taken. 
 The right of children to participate in their healthcare requires that staff members: 

o create an environment based on trust; 
o have the capacity to listen; 
o share information and give sound guidance;  
o respect the right of children to express their view in all matters affecting them; 
o give due weight to their opinion in accordance with their competence; 
o render a culturally appropriate interpretation of the child’s view; 
o accept that children have the right to not express an opinion or to express  

their views through their parents.  
 Communication and interaction with others, in particular with parents, starts at birth. As parents 

know their children best, their observations relating to their child’s expression of stress, 
discomfort or pain have to be taken seriously. 
o Children may express their views through play, art and other activities;  
o Staff members must be attentive to the body language used by children when expressing their 

views;  
o Excluding children from information may increase their fear;  
o Staff should respect and take into account signals or nonverbal responses from children who 

are too young or otherwise not able to express themselves verbally. 
 The rights of the children and parents to informed consent requires that staff members: 

o respect the child’s and the parents’ ability and competence;  
o provide adequate and timely information to the child and the parents regarding their child’s 

health condition, the purpose and value of treatment, the process and the risks;  
o offer adequate, reliable information on alternative forms of treatment; 
o advise and support the child and the parents to evaluate the proposed course of action; 
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o acknowledge and take seriously the child’s and parents’ knowledge and experience relating to 
the their child’s general health condition or present condition.  

Children have the right to express their views and may disagree with their parents. Providing they are 
mature enough to make decisions in their own best interest, staff should respect the child’s opinion, 
depending on the stipulations of national laws. Staff are required to proceed with the utmost care to 
properly evaluate the situation. Hospital staff should also ensure that the necessary counselling and 
support is given to the parents.  

(2) Every child shall be protected from unnecessary medical treatment and investigation. 
In principle, any form of medical intervention is highly undesirable, if the individual child does not 
derive any benefit from it. 
 In order to carry out research on child specific illnesses and their response to medication and new 

forms of treatment, children within a particular risk group may be asked to participate in research 
programmes. Informed consent must be sought from children and their parents before they become 
involved in teaching or research. 

 Research on children should be designed, conducted and evaluated in collaboration with 
representatives of specific patient support groups. Any potential side effects or harmful results 
have to be clearly explained to the families who are considering participation.  

 All research projects conducted with children must be overseen by a Human Research Ethics 
Committee, which includes representatives of specific patients/parents support groups. 

 Children need to be protected from any potential harm and burden associated with their 
involvement in research or teaching (including the training of medical staff). 

 Those who initially agreed to participate have the right to withdraw their consent at any time 
without having to give a reason. Such a decision must not alter access to treatment. 

Article 6  
(1) Children shall be cared for together with children who have the same developmental needs 
and shall not be admitted to adult wards. 
Regardless of the length of their stay in hospital or other healthcare facility all children, regardless of 
their illness or disability, need an environment and mental, emotional and physical stimulation suited 
to their age and condition. These measures help to minimise anxiety and normalise what can be an 
abnormal situation.  
 The care of children together with children who have the same developmental needs, includes, but 

is not limited to: 
o rest; 
o entertainment;  
o joint or similar activities;  
o entertainment and joint activities for children of a mixed age group; 
o separate rooms and activities according to age and gender, if preferred by the child or the 

parents; 
o protective measures for children with specific illnesses or disabilities.  

 Children should be protected from upsetting experiences during their care.  
 Any form of discrimination must be avoided. 
 The special needs of adolescents should be taken care of by providing appropriate       separate 

accommodation and facilities for recreational opportunities.  
 The care of children together with adults in the same room or on the same ward is not acceptable. 

This means: 
o children should not be admitted to or cared for in adult wards; 
o adults should not be admitted to or cared for in children’s wards. Admitting adult patients with 

the mental abilities of a child to a children’s ward could be upsetting for children and is 
disrespectful to the adult patient; 

o clearly separate facilities should be available for the treatment of children and adults in areas 
such as emergency rooms, surgery, resuscitation room, outpatient and day care facilities and 
examination and therapy rooms. 

 (2) There should be no age restrictions for visitors to children in hospital. 
 Visiting for siblings and friends should not be restricted based on the age of the visitor, but based 

on the condition of the child and the health of the visiting children. 
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Article 7 
Children shall have full opportunity for play, recreation and education suited to their age and 
condition and shall be in an environment designed, furnished, staffed and equipped to meet their 
needs. 
Children have the right to an environment, which meets the needs of children of all ages and situations 
wherever they are being cared for. This applies to hospitals, day care facilities or other healthcare 
facilities where children are being treated or examined. 

 The architecture and interior design of such an environment must incorporate appropriate 
features for all age groups and types of illnesses treated in the facility. The environment 
should be adaptable to the needs of different age groups. 

 Sufficient suitably qualified staff should be available to meet the needs of children for 
play, recreation and education, regardless of the state of health and age of the children. 

 All staff, both clinical and non-clinical, who come in contact with children should have an 
understanding of the needs of children for play and recreation. 

 Extensive opportunities for play, recreation and education, supported by appropriate play 
materials, resources and equipment, should be provided for all the age groups that are 
being cared for in the facility. 
 
o sufficient periods of time for play, seven days a week, should be given; 
o creative activities by all children, including those who are in isolation should be 

encouraged; 
o provision should be made to educate the children to their required level.   

Article 8 
Children shall be cared for by staff whose training and skills enable them to respond to the 
physical, emotional and developmental needs of children and families. 
 Specific professional paediatric training, skills and sensitivity are required for staff caring for 

children so that they are able to meet the special needs of children and their parents. 
 Hospitals and other healthcare providers should ensure that children are examined, treated and 

cared for by staff with specific paediatric education, qualifications and experience. 
 If a child needs to be treated by non-paediatric staff, such treatment should only be carried out in 

cooperation with, and under the supervision of, staff who are specially trained and qualified to 
care for children. 

 The ability and sensitivity of staff should be maintained at a high level by appropriate training and 
continuing education.  

 All staff caring for children should have child protection training and be competent to recognise 
the signs of child abuse or neglect, and be able to intervene in close cooperation and collaboration 
with professional experts. 

 Children should have access to appropriate and confidential health advice and counselling, 
irrespective of age, with or without their parents’ consent or presence. Such access might be 
necessary when children or young person’s experience abuse at home or need reproductive health 
education or services. They might also need advice and counselling in case of conflict with their 
parents over access to healthcare services.    

 Staff members should be able to give emotional support to parents to cope with critical situations a 
child might experience. This applies especially to life-threatening situations. 

 Palliative care should begin when a child is diagnosed with a life-limiting illness.  
Paediatric palliative care: 

o focuses on mitigating physical, psychological and social distress; 
o involves a multidisciplinary approach, including the family and guided by a Palliative 

Care team;  
o it is provided whether or not the disease or condition is being actively treated; 
o can be provided in hospital, community settings and at home.  

 When a child is dying or dies, the child and his or her family should be given whatever support, 
care and assistance they need to help them cope. Staff should undertake appropriate bereavement 
training. Information concerning the death of the child should be given sympathetically, 
sensitively, in private and in person. 
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Article 9 
Continuity of care should be ensured by the team caring for children. 
 Continuity of care includes continuity in the provision of the child’s treatment and continuity 

among the staff providing the care. 
 Continuity of care should apply both in the hospital and following transition to home or day care. 

This can be achieved by all those involved, including family, working together as a team, and 
paying attention to timely sharing of information and provision of other necessary equipment and 
facilities. 

 Team work requires a limited and defined number of persons working together as a group whose 
action is based on complementary levels of knowledge and consistent standards of care, focused 
on the physical, emotional, social and psychological well-being of the child. 

 Children with long-term health issues, a chronic illness or condition should be prepared in a timely 
fashion for a smooth transition to appropriate adult services. This process of transition should start 
when the adolescent feels ready for it and will end when the adolescent is confident that the new 
situation is in their best interest.   

Article 10 
Children shall be treated with tact and understanding and their privacy shall be respected at all 
times. 
 Caring for children with tact and understanding requires the need to: 

o include the child’s right to be a child; 
o consider the child’s dignity, views, needs, individuality, sexual orientation  and their stage of 

development; 
o take into account any disability or special need; 
o make it clear that staff are approachable, willing and available to chat;  
o create a friendly and trusting atmosphere; 
o take into consideration the religious belief and cultural background of the child and the family; 
o take into account that children’s wishes around bodily privacy may change as their bodies 

develop. 
 Regardless of age or stage of development the protection of the privacy of children should be 

respected at all times and must include: 
o protection against exposure during physical examinations and personal hygiene activities, e.g. 

dressing, toileting and bathing; 
o protection against treatment and behaviour which diminishes self-respect or makes the child 

feel ridiculous or humiliated; 
o the right of personal retreat; to be alone; 
o the right of private communication with staff – with or without their parents’ consent; 
o the right of undisturbed association with close family members and friends. 
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114. Report on the meeting on „Child-Friendly Health Care in 
Europe“ held on April 26th-27th 2010 at the Council of Europe in 
Strasbourg. 
 
Definition 
Child-friendly health care means both user-friendly (including psychosocial care) and child-
appropriate (including age-specific diagnostic and therapeutic aspects).  
 
What does Child friendly health-care entail?  

1. Appropriate and friendly health care by a team of specialised care-givers.  
2. Baby-friendly hospitals.  
3. Child-friendly hospitals.  
4. Child-friendly justice.  
5. Child-friendly health education.  
6. Child-friendly drugs (adequate drugs, drug safety, palatable drugs).  
7. Child-friendly nutrition. 
8. Child-friendly families. 
9. Child-friendly cities. 
10.  Child-friendly cross border care. 
11. Child-friendly transition from education to work, from parental household to own 

household, from financial dependence to independence, from mental dependence to 
autonomy, from paediatric to adult health care. 

 
 
Care givers and institution orientated questions: 
The definition of the paediatric team of specialised care-givers includes general 
paediatricians, paediatric sub-specialists, paediatric surgeons, paediatric anaesthetists, 
specialised nurses, paediatric psychologists, pedagogues, career advisors, paediatric 
dieticians, paediatric physiotherapists, etc.  
Paediatric health care must include non-medical participation by teachers, music therapists, 
paint therapists, clowns, and volunteers. 
 
Paediatricians play a central role in health care promotion of children; however, they should 
not aim at creating a monopoly.  
The answer to the question “who is the best doctor in primary health care for children” is 
related to the type of national health care systems, e.g. paediatric, combined or family 
practitioner. Family practitioners offering out-patient care for infants and children must have 
undergone sufficient specific training in paediatric hospitals and out-patient clinics.   
Secondary and tertiary care must be offered by paediatricians; in case of a shortage of 
paediatric organ specialists, sub-specialty care may be offered by specialists in internal 
medicine, surgery and other specialties. The most recent number of accredited paediatric 
subspecialties reported for European countries was 38 (e.g. neurology, cardiology, 
pulmonology, hepatology, gastroenterology, nephrology, etc.). 
The ideal number of paediatricians per child population is ill-defined. A recent survey 
revealed that a total number of 116,840 pediatricians cared for 95,559,853 children <14 years 
giving a ratio of 1:818. The mean percentage of primary care pediatricians (PCP) was 41%, 
hospital pediatricians (HospP) = 56% and other types of pediatricians (e.g. working public 
health care) = 3%. The mean proportion of trained and accredited pediatric sub-specialists 
was 27%.  The ideal number of paediatric subspecialists is even less well defined due to the 
lack of demographic data. 
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The training recommendations for general paediatricians and for paediatric subspecialists 
were defined by both national and international paediatric societies. Inequities and 
inequalities between European countries should be avoided. 
The ideal number of paediatric hospitals and paediatric subspecialty units is ill-defined and 
needs to be discussed by national and international associations. 
Outpatient paediatric care is preferable to inpatient paediatric care. If children are admitted to 
hospital they should be treated in rooms which are reserved for children and in specialised 
paediatric units. Children should be treated separately from adults. The duration of the 
hospital stay should be as short as possible. 
 
Paediatric teams should create a feeling of mutual trust by means of  stress reduction, by 
evidence-based health care, by communication skills, by avoidance of unnecessary painful 
procedures, by selection of competent personnel (by selection and by training), and by 
provision of continuity. 
Health care needs are age-dependent. Children have additional needs concerning health care 
when compared to adults.  
Medical health care should be given to infants and children equal to that for adults, in terms of 
possible diagnostics and treatment. This recommendation includes cost-covering 
reimbursement, quality of care and drugs, special surgery, transplantation, dialysis, etc.. 
Due to specific age-dependent needs, the team of care-givers may require more personnel 
than in adult medicine.  
Paediatric care requires additional empathy for the patient. Child and youth participation 
means that the child is heard, informed, respected and engaged in the decision-making process 
leading to children’s rights and children’s obligations to allow the child to develop self-
competence and well-being. 
Inequities concerning availability, accessibility, acceptability, affordability and 
appropriateness of health care measures must be analysed and adjusted for underprivileged 
children, e.g. disabled children, poor children, children living in rural areas, migrants, etc.  
Last but not least, there is a need to improve the knowledge-base on the demography of 
diversity in paediatric health care in Europe. 
 
The rights of children to provision, prevention, protection and participation. 

1. Children have the right to live in a child-friendly health care system. 
2. Children have the right to receive preventive care and health education. 
3. Children have the right to be protected from life-threatening living 

conditions (violence against children; child gender justice). 
4. Children have the right to be treated with active and safe drugs. 
5. Children have the right to participate in the decision-making processes 

concerning their health problems. 
6. and many more. 

Children are bearers of assets, values and treasures in the sense of generating health 
(salutogenic force: the positive forces of youths). There is a need to study coping strategies, 
coping potential, coping capacity, resilience, and the salutogenic concept concerning internal 
and external factors Health promotion models should aim at improving salutogenic factors 
and at avoiding pathogenetic factors (e.g. risky life styles). 
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