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Dear colleagues,
Ladies and Gentlemen,

We are happy to present to you the congress proceedings of the 7th 
HOPE Congress on education and illness on the theme ÔThe Sick Child - 
Supported by a Network of Education and MedicineÕ.

This edition presents the speeches, descriptions of workshops and re-
sults of forums which were available to us to include in this publication at 
date of print .   All of this material  including  additional contributions  will 
soon be available on the congress website www.hope2010munich.eu .

It was our aim to show the necessity and diversity of a protective net-
work which needs to be established for ill and injured children and ado-
lescents, including families and their school and social environment.  
Illness and crises must not obstruct the path towards a bright future. 
Medicine and education are true partners in achieving  this objective, 
with politics  also playing a crucial role.  

On the eve of the congress, Dr. Ludwig Spaenle, Bavarian State Minister 
for Education and Culture, invited the participants to a reception in the 
Imperial Hall of the Residenz Palace.

The following two days began with speeches in the morning, followed in 
the afternoon by workshops, thematic forums and lectures. Reßecting 
the diverse professional network a number of venues were selected:  the 
ballroom of the Old City Hall of Munich, the ChildrenÕs Hospital of the 
Technische UniversitŠt Munich with its wide range of medical depart-
ments, and the Heckscher-Klinikum as a specialised clinic for child and 
adolescent psychiatry, psychosomatics and psychotherapy. 

The congress closed with a panel discussion which highlighted once 
more our common goal from various viewpoints: improving educational 
care for children and adolescents with medical conditions.   The resul-
ting tasks are summarized in the synopsis of the Outlook Forums and 
the 12 Munich Theses.

We appreciate the many positive feedback messages we received from 
participants.  And we are looking very much forward to the HOPE Con-
gress 2012 in Amsterdam.

Finally, we hope the following pages will stimulate your professional in-
terests and also  
bring back the atmosphere of friendship during those days in Munich.  
Nearly 400 participants from 33 countries contributed to a lively inter-
national exchange which charmed us, the hosts, as well.  

Elisabeth Meixner-MŸcke  Maria Schmidt

December 2010

Preface
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Ladies and Gentlemen,

When people become ill, they are frequently torn from their accustomed 
social milieu, from their professional life, frequently from their circle of 
friends and family as well.  This can be particularly injurious for children at 
the outset of their journey through life, with so much before them and for 
whom the whole world stood open just a little while before. 

These children are cared for at home or in hospital with the best of care 
that medical professionals can provide.  School is not seen as the main 
concern and access to education is often given a lower priority.  

At times, however, this lack of priority given to education can be detrimen-
tal to a childÕs psychosocial well-being, which in turn can impact on their 
ability to overcome illness.  Children miss their familiar environment that 
aids and challenges them in fulÞlling their role as pupils which supports 
physical and psychological recovery.   

For this reason sick children, particularly those with chronic or long-term 
illnesses, need to obtain individual pedagogical support to maintain con-
tact with their peers at school, keeping up with them both socially and 
from an educational context. 

In achieving this, it is important that all those participating in the lear-
ning and recovery process collaborate in making it possible for children to 
reach their fullest potential.  Our modern society owes this to children to 
achieve genuinely free development of the personality and participation in 
society on an equal basis.  

Eva Luise Kšhler
Spouse of the President of the Federal Republic of Germany

Patronage
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Eva Luise Kšhler
welcome address to the HOPE Congress on Education for Sick 
Children, read at the reception in the Residenz Munich on
opening night Nov 3, 2010

Ladies and Gentlemen,

as patron of this congress I would like to welcome each and everyone of 
you here today, especially also the host of this evening Minister Spaenle, 
as well as Minister Luksic from Slovenia, the representatives of Ministries 
of Education, school authorities and private initiatives from throughout 
Germany and from other countries;  the representatives of the âFšrderver-
ein Schule fŸr Kranke MŸnchen e.V.Ô, the principals of the two schools and 
the representatives of HOPE. 

Why should a sick child learn?  -  Let me rephrase this question:  Why 
should a child learn?  -  The answer is not, to learn is a preparation for life, 
the answer is - as for any human being - to learn is life itself.  

ThatÔs why every child has a natural right to education.  The motto of this 
congress reßects this:  The Sick Child - Supported by a Network of Medi-
cine and Education.

There are many public resolutions which postulate the right to education 
for every child, which remind us not to exclude children who are disadvan-
taged or marginalized.  For this reason the European Union has declared 
the year 2010 the âEuropean Year for combating poverty and social exclu-
sionÔ and interprets this also as exclusion from educational opportunity.

The group of the potentially marginalized includes the growing number of 
children and adolescents with chronic or lengthy illnesses, and those who 
require psychotherapeutic intervention.  The teachers assembled here to-
night are putting this idea of combating exclusion through education into 
practice every day.

You - and other professionals - assembled here have travelled to Munich 
from near and far in order to gain new insights, share experiences and to 
return home with new ideas.

I wish you all  fruitful and enriching days.

Dr. Ludwig Spaenle
State Minister for Education and Cultural Affairs in Bavaria
Welcome Speech at the Reception in the Residenz on November 3, 2010

ÒHope and joy is the best medicine of all.Ó This statement by Wilhelm Raa-
be does not however in any way imply that the clinical treatment of illnes-
ses is of mere secondary importance: highly qualiÞed medical specialists 
are of course absolutely vital!
It all however comes down to the complete personality of the patient and 
thereby also the psyche.
The seventh HOPE Congress which commences today is being held under 
the motto ÒThe sick child Ð supported by a network of education and me-
dicineÓ. This motto describes this holistic approach in a nutshell:
¥  the medical care of patients stands on an equal footing with social and 

intellectual needs:
¥  school tuition Ð even during serious medical crises Ð can hereby make 

an essential contribution.
This is because tuition has two very positive secondary effects:
The school situation in itself brings joy Ð as it brings a slice of everyday life 
into the hospital: this psychological component should not be underesti-
mated for the healing process!
Additionally: HOPE was not merely a random choice as the acronym for 
the ãHospital Organisation of Pedagogues in EuropeÒ, the organiser of this 
congress which has been committed to the maintenance of educational 
rights for young patients for more than two decades.
Normal education despite exceptional health circumstances is Ð alongside 
medical treatment Ð also closely linked with hope as it opens perspectives:

¥ of a life beyond the conÞnes of the hospital
¥  and that this will once again become reality for the affected children and 

young persons in the near future.
The topic of school education for sick children and young persons is there-
fore of major signiÞcance.
This topic is at the same time so complex that results can only be achieved 
through cooperation between numerous participants.
¥   For this reason, I am pleased to see that representatives from all partici-

pating specialised areas have come together in Munich Ð from the Þelds 
of education, psychology and medicine. 

¥  Speakers from all over Europe Ð and also from beyond Ð demonstrate 
that this is a cross-border topic.

I am certain that the conference will bring fresh impulses through the ex-
change of experiences, best practice and new research Þndings which can 
improve the cooperation between educational and medical care for sick 
children.
In my capacity as the Bavarian Minister for Cultural Affairs, I am aware 
of the fact that the political sector must also undertake responsibility for 
creating favourable framework conditions.

In Germany, we were quick to recognise the political-educational signiÞ-
cance of schooling for sick children at an early stage and identiÞed this 
area as a common concern for all 16 federal states:
¥  As early as 1998, the Standing Conference of Ministers of Education and 

Cultural Affairs for the LŠnder of the German Federal Republic published 
groundbreaking recommendations for the targeted support of Òschoo-
ling for sick childrenÓ.

¥  The resulting cooperation between the LŠnder focused on improve-
ments which would bring further beneÞts not only for the sick children 
themselves, but also for their brothers, sisters and parents.

¥  Cooperation is essential for the reason that the best possible medical 
care does not stop at federal boundaries:

On average, a quarter of all pupils attending the Bavarian schools for sick 
children come from other federal states. In individual cases, the pupils 
also include children from abroad.
It is therefore a positive signal that representatives from all federal states 
are present today!
I am thoroughly convinced that all children and young persons have a right 
to the best possible education Ð this is a core requirement to ensure edu-
cational equality and the equality of participation! This is all the more vital 
in the case of a serious illness, irrespective of whether the disorder is of a 
psychological or physical and a chronic or acute nature.
Ill health brings dramatic changes to everyday life and puts severe restric-
tions on the young patientsÕ quality of life:
¥  they are frequently conÞned for extended periods in hospital,
¥  separated from family and friends,
¥  far away from their everyday lives,
¥  and sometimes additionally severely burdened by their health problems.

In view of this difÞcult situation, schooling for sick children is of great 
importance:
¥  it can help to bring a glimmer of normal life into the daily hospital rou-

tine,
¥  and can guarantee that the scholastic career is not interrupted:
This schooling is oriented towards individual learning requirements and 
medical conditions to guarantee the right to education for all pupils.
¥  It aims include -
> the continuation of motivated learning despite poor health,
> the retention of educational standards
>  and to ensure as far as possible that children are able to return to their 

home school and, if possible, even to their former class.

ÒSchooling for sick childrenÓ also brings relief for the parents of these 
children. At least one of the numerous problems encountered by affected 
families can be addressed and the continuing education of their child is 
secured.  
Particularly today in times of intense discussion on the topics of inclusion 
and universal equal opportunities within the educational process, Òschoo-
ling for sick childrenÓ takes on a major signiÞcance.
Cooperation with the childÕs home school also plays a signiÞcant role:

I. Greetings
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¥  Individual learning plans can be organised in consultation with the 
childÕs teachers.

¥  Vital social contacts between the sick child and its home class can also 
be retained.

¥  The school for sick children also has to undertake extensive efforts in 
an advisory function:

¥  This must focus on the conception of the entire educational framework 
Ð from treatment in hospital to the return to the home school.

¥  In certain cases, this can also include the provision of advice on the 
further school career.

¥  It can also encompass recommendations to compensate for educatio-
nal disadvantages in cooperation with doctors, the home schools and 
parents.

The demand for these services has been rapidly increasing over the past 
few years: the number of pupils in schools for sick children in Bavaria has 
risen by almost 23 % since 2000. This is due to
¥  not only the consistent increase in pupil numbers in child and youth 

psychiatric units,
¥  but also improvements in therapeutic measures for children with serious 

medical problems.
We are committed through our Christian system of values to provide sup-
port for these young persons and their families in difÞcult situations: ÒThe 
sick child Ð supported by a network of education and medicineÓ Ð this is 
the focus of our objectives!
I would like to offer my thanks to everyone who is daily committed to this 
formidable task:
¥  educationalists, doctors and medical staff,
¥  parents and family members
¥  all supporters
¥  and representatives from political, organisational and social associa-

tions.
Great recognition is also due to the team at the ÒSchool for sick children in 
MunichÓ for the planning and realisation of this congress.
I would urge you all to take the opportunity this evening to strengthen the 
ties between medicine and education! I wish you all highly stimulating and 
interesting discussions.

Gerd Falk-Schalk
President of HOPE (Hospital Organisation of Pedagogues in Europe)
Welcome Speech at the Reception in the Residenz on November 3, 2010

Speech Imperial Hall
My name is Gerd Falk-Schalk and IÔm here to represent as President the 
Hospital Organization of Pedagogues in Europe.  First of all I would like to 
sincerely thank Herr Doktor Spaenle, State Minister for Education and Cul-
ture here in Bavaria, for the invitation to this gala reception, which is also 
the beginning of our seventh HOPE Congress.
 
I hope IÔm not saying too much when I take your invitation as a recognition 
of our everyday work with our ill or functionally disabled students. I am sure 
that with me the colleagues from all over Europe and other parts of our 
world appreciate your attention for our work.
 
A special greeting to Mr. Luksic, sports and education minister from Slove-
nia.  We are happy to  meet you here once again. We take your presence here 
as conÞrmation of your friendship and a shared interest in our concerns for 
the good of our students.
 
Thanks also to the organizers whose work we have been following on the 
excellent website and thus we know how much effort has gone into this 
great program.  We are full of expectations.
 For a few more days I am president of HOPE.  Here I reveal myself now as a 
Gerd from the North of  Europe and not as a Germanic Gerd.  Let me tell you 
very brießy something about my name.  I am after all a teacher and as such I 
like to tell stories.  My name  originates  from the Norse mythology.  This Gerd 
was the loving companion of God Frey, the god of fertility, whose name 
lives on in the word Friday. Their love story did not last very long.  Gerd died 

shortly after marriage.  Apart from the name there is not much similarity 
between me and her, for she came from the family of the Giants and was 
the daughter of the giant Gymer.  IÔm looking forward to meeting some name 
sakes here in Munich. 
 
Now to HOPE. The Þrst meeting of hospital teachers was held in 1987 in 
Ljubljana. So again a point of reference to the Slovenia of Mr. Luksic.  Since 
then hospital teachers have met not only at conferences but also in âEuro-
pean DaysÔ, numerous seminars and other meetings.   We have criss-crossed 
Europe from south to north, east to west.
 
The results of the network of HOPE workshops involved the collaboration of 
our students. Once again at this Congress their work will be presented as 
public display material or in workshops. 
 
Another indication of our cooperation is our charter, in ten points the rights 
of the sick child to education is laid down. The Charter was adopted in 2000 
by the General Assembly in Barcelona. Since then, it is pinned to the notice 
boards in all hospital schools in Europe, where HOPE members work ... 
right?  We may best celebrate the 10 - year anniversary of the ten points by 
reviewing them against the backdrop of the current state of the educational 
needs of our students and new regulations or agreements.  You are all cor-
dially invited to participate in that task. I am very happy to see my mailbox 
overßow with critical observations from you. 
 
Our charter is meant to serve as an instrument of evaluation for the edu-
cational ministries of Europe in regards to the teaching of ill or functionally 
disabled students in their countries. 
 
The theme of HOPE is ãcontinuity in the education of the sick child.Ò What 
that means can also be deÞned with the Charter. 
 
At the end of the Congress our two networks medicine and school are going 
to put together a document which will be sent to the European health and 
education ministries in order to draw their attention to persisting weaknes-
ses in the education programme for students whose representatives we 
are. Please begin to reßect about what should be included in that docu-
ment.  We only see so much expert knowledge on this subject assembled in 
one place during a congresses.  
 
HOPE has gained the recognition as an INGO (International Non Govern-
mental Organization) with the Council of Europe. The Council of Europe was 
founded already in 1949, even before the EU, and it has now 47 member 
states. The statutes are at once the general declaration of human rights. Its 
governing body in a way, are the Ministers of Foreign Affairs of the member 
countries.
 
The Council of Europe is currently promoting a campaign ãRaise your hand 
against smackingÒ.  Some of you have already entered  your names on-line 
to support the campaign against smacking. HOPE will have an information 
desk in the Heckscher-Klinik.  For those who are only now hearing about this 
campaign, there will be an opportunity to participate.  You can best do that 
when registering for the General Assembly.  A famous Munich lady, Silvia 
Sommerlath, now the Queen of Sweden, has already signed. So together 
with her you will get into the Hall of Fame of the campaign. 
 
At our information desk you can also get postcards, a calendar, etc. with 
drawings of our students.  They are very well done and beautiful. Perfect 
Christmas gifts. 
 
It is a great pleasure to see so many familiar faces here again in the hall.  But 
also so many that are with us for the Þrst time.   Let me tell the newcomers:  
YouÔll see that you are in good hands in our network. Wherever hospital 
teachers meet a friendly atmosphere prevails.
 
The position as an INGO with the Council of Europe should give us the pos-
sibility to promote the needs of our students more widely.  This is however 
a slow process. Many people have very little knowledge about what hospi-
tal schools are.  Time and again we need to explain patiently what hospital 
teachers really do. In order to become more successful and achieve goals 
faster, we need friends in the medical community and politicians who rea-
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lize the importance of a continuing course of education also for the recove-
ry of young  patients.  After the conference I hope we shall have found many 
new such friends.
 
Now let us enjoy the evening.  We thank Mr Spaenle again and the City of 
Munich for this lovely reseption. Tomorrow our good cooperation will begin.
 
Thank you for your attention.Mrs. Gerd Falk-Schalk

Dolores Waldschmidt 
Chairperson Fšrderverein Schule fŸr Kranke MŸnchen e. V.

Good evening, dear guests, who are with us tonight, invited to this magni-
Þcent chamber in the Residenz by you, Dr. Spaenle, minister for education 
and culture.

I would like to say thank you, to you and your colleagues, especially Herr 
Ministerialrat  Weigl for contributing so pleasantly to the success of this es-
sential HOPE Congress 2010, also for this opening event, which provides a 
grand setting for our guests, as well as for the relevant and controversial 
issues to be discussed in the days to come.

A welcome to the representative of the Hospital Organisation of Pedago-
gues in Europe, Ms Gerda Falk-Schalk, and her German Representative, Ms 
Maria Schmidt, her high commitment contributed signiÞcantly to the suc-
cess of this congress. Many thanks!

May I introduce myself:
I am the chairperson of the non-proÞt association for the Schule fŸr Kranke 
Munich and see myself in this position not only as a Òfund raiserÓ for the 
Congress 2010 and for the list of wishes by the hospital school Munich, but 
also as someone representing parental intentions taking into account the 
given circumstances; this is in place of the institutional parental representa-
tion, taken for granted at other schools and which does not exist at hospital 
schools. In this role I am happy to commit myself wholeheartedly to creating 
equal opportunities in terms of education for the sick child, too. In this case, 
especially, individual support as well as donating time and space, without 
pressure on performance, are essential.

It is part of the issue of the school of tomorrow to do justice to the conti-
nuously growing number of chronically or psychologically sick children and 
adolescents, by providing legal compensation of disadvantage through di-
sease, and also individual schooling during and after illness.

Society has an obligation to consider and compensate for the different pre-
conditions of the sick children and adolescents compared to the healthy 
ones. The sick children or adolescents also have the right to this compen-
sation.

Our association has made a difference since it started, mostly due to the 
great consent and support of the ministry of culture and education, and, 
above all, owing to generous donators. A wholehearted thank you for sup-
porting the work with our non proÞt organisation for helping sick children 
(Fšrderverein) so magniÞciently. Thus Þnancial means could be provided for 
teaching via video conference, essential supplementary back-up lessons, 
and visits to the childrenÕs home school (accompanied by a medical doctor). 

As the executive in charge of this congress HOPE 2010 I would like to thank 
especially the private donators, like the Ršchling donation, Deutsche Bank, 
GlaxoSmithKline, the Burgmann donation, the family donation Seidel, Miss 
Elisabeth Porzelt, among others.

We can be proud of our successful application to the EU, where this con-
gress was considered extraordinarily rewarding and Þnanced accordingly. 
All this has been faciliated by the untiring dedication of the schoolÕs head 
mistress Lisa Meixner MŸcke and vice principal Alto Merkt.

Heartfelt thanks you to all of you. Without you and the intensive dedication 

of your staff, this would not have been possible.

Many thanks also to head mistress Anne Kohtz-Heldrich and her staff, for 
the beneÞcial cooperation of both hospital schools, in preparing this con-
gress. And, last, but not least, I would like to thank Herrn Karl personally.

Now I wish all of you, who take part in this congress that they may return to 
thier home countries taking with them a fair amount of added awareness, 
insight and knowledge. Those of you who are responsible for bringing for-
ward the development of our educational system, be it politically or in terms 
of administration, I wish a passionate exchange with teachers and medical 
doctors who, day after day, take on the challenge of giving support at the 
sickbed. 

After two and a half years of intense preparations, I am happy to look for-
ward to the hours and days to come.

Maria Schmidt
Committee Member HOPE Section Germany

Good morning, Ladies and Gentlemen, dear colleagues and friends,
on behalf of the German section of HOPE I would like to extend a very warm 
welcome to each and everyone present here today.
This conference is the culmination of an idea which started back in 2007,  
and -with the help of many - comes to fruition today....

When I started out as a teacher in hospital, many years ago, one of my 
Þrst students was a 16-year-old who had had an accident which left him 
paralyzed from the neck down.  This had happened just a short time before 
his graduation exams (Mittlere Reife / O-Levels).  He had lost the use of his 
hands which meant he could no longer write Éand as a consequence of 
the accident had a host of other physical troubles (among them epileptic 
seizures).
But he was adamant that he wanted âhis examÔ, his passport to adulthood 
and a professional career.  But how? Computers were still rare in schools, 
there was no voice recognition, etc.  On top of that he came from another 
federal state (Bundesland), another school hierarchy.  My initiation into my 
new job was to get in touch with the Education Ministry of another state 
and negotiate a way how he could fulÞll the requirements of a state exam 
which could be adapted to his needs. É That was some 20 years ago, and 
the student was from Bavaria.  
He passed that exam with ßying colours.
So IÔm especially glad that this work has come full circle  and we can have 
this conference about education for ill and injured students in Munich with 
the support of the ministry, the regional government and the city, and with 
the help of the European Union. Thank you to all who have made this event 
possible. IÔm especially grateful for the hard work over a long time of pre-
paration to Lisa Meixner-MŸcke, Alto Merkt, Anne Kohtz-Heldrich and many 
of their colleagues and staff, to the charity âFšrderverein Schule fŸr Kranke 
MŸnchenÔ with Ms Dolores Waldschmidt and to Mr. Karl, our very supportive 
advisor.

Over the coming days we will highlight the issue of legal frameworks coinci-
ding with individual requirements, the matter of natural rights to education 
and actual reality, the interrelation of medical treatment and educational 
goals; all of these issues still need a lot of work. And as we are living in 
Europe, a continent growing together, and as evidenced here today, the goal 
must be to cooperate across borders to Þnd new solutions in these matters.
I am very happy to see so many Europeans here in Munich, and many old 
and new friends from overseas. LetÔs have a few wonderful days of sharing 
and comparing, exchanging and learning and networking.
Let me end with a word by Martin Luther some 500 years ago: âEverything 
that is done in the world is done by HOPEÔ. 

Alles, was in der Welt erreicht wurde, wurde aus Hoffnung getan.
Autor : Martin Luther 1483 - 1546

É âHoffnungÔ , auf englisch das Acronym der Organisation HOPE.
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Welcoming address Ð in the ballroom of the Old City Hall in the 
regional capital of Munich

Elisabeth Meixner-MŸcke
Headteacher - Hospital School Munich

Anne-Kathrin Kohtz-Heldrich
Headteacher - School at the Heckscher-Klinik

Dear Guests and dear colleagues from many countries, I bid you a very 
warm welcome in Munich! 

Dear Maria Schmidt, you are to ÒblameÓ for everything! It was your enquiry 
Ð as the director of HOPE Germany Ð to the School for Sick Children in Mu-
nich and the forwarded enquiry to the School at the Heckscher Clinic which 
caused the idea to germinate of making this the location for a Europe-wide 
discussion of issues concerning sick children and adolescents. We as the 
headmistresses of two hospital schools found the idea quite exciting. 

We were fascinated by the idea of our two schools planning a congress 
together. Our objective was to present the wide spectrum of educational 
work with pupils with somatic, psychosomatic and/or psychiatric disorders 
at a joint congress and thereby encourage further developments within this 
Þeld. Our vision of the future is the establishment of a network between 
education and medicine in cooperation with the Þeld of medicine in which 
all participants feel in good hands. We thank Professor Dr. Burdach and 
Prof. Dr. Freisleder for their numerous suggestions and friendly cooperation.

We realised we would require Þnancial support for the realisation of our 
project! Our planning team developed ideas and we were able to send our 
joint concept to many potential sponsors. We received great praise from 
numerous foundations, but unfortunately no fundingÉ! The Herculean task 
of writing these requests and studying the multitude of handouts from foun-
dations was undertaken by Mr Merkt, the deputy head of the School for Sick 
Children in Munich: we all express our great appreciation to him! At this 
point, we would also like to offer our thanks to the project team from both 
schools: Ms Kalmes and Mr Ruppert from the School for Sick Children in Mu-
nich, Ms Fuchsenberger and Ms Wagner from the School at the Heckscher 
Clinic and numerous helpers who have aided us throughout this period.

We were extremely fortunate that our petition was selected among many 
others by the European Union and received generous Þnancial support. We 
were greatly pleased with the high evaluation of our petition which will serve 
as an incentive for us: we are very grateful.

Now the real work could begin: we had to Þnd speakers and regulate the 
Þnancial aspects! According to conditions laid down by the EU, we had to 
contribute some of our own funding which meant asking for donations for 
this congress Ð and this during a period when the Þnancial crisis was re-
aching its climax and the majority of sponsors were demonstrating a cer-
tain restraint. We were however fortunate to Þnd several investors: here the 
friends and patrons of the School for Sick Children in Munich were of great 
help to us. The collection of funding was however not the only problem: who 
would be able to administrate the funds, control expenditure and compile 
the Þnal processing procedure? All this was additionally bravely undertaken 
by the friends and patrons of the School for Sick Children in Munich. Our 
very special thanks go to Ms Waldschmidt, director of the organisation and 
also to the entire board.

We still required further sponsors and supporters as the costs for the high 
standard of the programme and various accompanying events were inten-
ded to be kept relatively low for participants. We would like to offer our spe-
cial thanks to: the Bavarian Ministry of Education and Cultural Affairs, the 
region of Upper Bavaria, the regional capital Munich, the Heckscher Clinic 
and the Hospital in Schwabing; in addition to their Þnancial support, they 
have also provided the venues for the congress.

We also greatly appreciate the numerous speakers who will guarantee the 
excellent quality of the congress programme.
Hospital schools can look back on many years of experience. The School 
for Sick Children in Munich, a relatively young institution, has existed for 

26 years; close cooperation with the Þeld of medicine was initially not al-
ways a matter of course, but has developed in a positive manner over time. 
The school attached to the Heckscher Clinic can look back on 80 years of 
medical-educational cooperation. 

Our congress topic ÒThe sick child Ð supported by a network of education 
and medicineÓ signiÞes the optimum encouragement of sick children as 
dictated by their personal circumstances to enable them to have a say in the 
structuring of their life and future. This necessitates special competences, 
patience and, above all, a great deal of time. This is a challenge we must all 
face together, as children are our future.

In our activities during these few days, we should always bear in mind that 
the most important aspect of our cooperation is always interpersonal relati-
onships: between two individuals, between teacher and pupil and between 
doctor and patient. For Thomas Bernhard during the period of his extended 
serious illness (1949 Salzburg), his most important relationship was with 
his grandfather whom he visited daily, holding extended conversations with 
him, giving him great encouragement and generally viewing the world with 
him (Der Atem [Breath], 1981). He learned about life at his side. ÒThe grand-
fathers are the actual philosophers of all humans: they are always pulling 
open the curtain which others are trying to pull closed,Ó Thomas Bernhard 
wrote years later (quoted from the German newspaper SŸddeutsche Zei-
tung Willi Winkler, 2001).

Thank you very much!

Address by Two Mothers 

My name is (É); my 13-year-old daughter has anorexia and is currently at-
tending the clinicÕs school for sick children as part of her treatment with Dr. 
Rohde in the Paediatric Clinic Schwabing.  I view the school for sick children 
from the perspective of the patient group anorexics and persons with psy-
chosomatic disorders.
I would also like to introduce myself:  my name is (É) and my son Elias con-
tracted leukaemia four years ago.  He is also being treated in the Paediatric 
Hospital in Munich-Schwabing.  In view of this life-threatening situation, I 
must admit that my last thoughts were about schooling.  This is probably 
the case with many families in which children are suffering from a severe 
illness.  I stand as a representative of these families here today.

Both: Up until a short time ago, we were not even aware that there was 
a school for sick children.  Now we have become passionate advocates of 
this institution.  We offer our heartfelt thanks to all those who set up and 
supported this institution and continue their commitment in these schools.  
We urge all political decision-makers to provide all necessary funding for 
the school for sick children, even in these times of pressure to economise.  
Please lend your support not only to tuition in paediatric clinics but also for 
all prevention, advisory and aftercare services.

We are aware that a task has been set according to the German constitution 
to provide compulsory education for all children, including those with health 
problems which will guarantee their right to a school education Ð this has 
been formulated by the Ministry for Cultural Affairs.   For me and my sick 
child however, it is very much more.  This school provides my child with a 
piece of normality and a distraction from poor health.  It reduces anxiety, 
for example the fear of losing the prized and stabilising community of the 
childÕs former class.  It takes away the fear of falling into a deep scholastic 
trough which seems insurmountable after emerging from the protective at-
mosphere of the treatment environment, which in itself naturally also cau-
ses new anxiety and a sense of failure.

First Mother:  I hope you will not misinterpret this as the outpourings of an 
over-ambitious mother who is relieved that her child will perhaps be able to 
avoid repeating a year.  I Ð like the majority of parents in my situation Ð have 
become extremely modest and emphasise that I do not view the school 
for sick children as a saving mechanism against repeating a year or as a 
guarantee for a particular school career, but as a building block of a holistic 
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treatment approach and a vital aid to recovering from the disease.

Second mother:   I would like to join in at this point. Even in the precarious 
situation of children with life-threatening diseases Ð a state in which eve-
rything is centred around physical stabilisation and hopefully also a suc-
cessful recovery, a state in which chemotherapy and radiotherapy dates 
dictate the structure of each day Ð even then, the school for sick children 
is an essential element of these childrenÕs lives.  There is a teacher who will 
return every day Ð irrespective of how poorly the children are feeling or how 
grumpy they may be on a particular day.  Why does she persevere?  Because 
she assumes that this severely sick child will sooner or later be able to re-
turn to a ÒnormalÓ life.  Even in times when we Ð parents and children Ð were 
not certain whether recovery would be possible, this teacher was able to 
provide us with a feeling of security and normality.  This was how the school 
for sick children became a Òrescue ropeÓ for the life of my son.

First mother:  Now onto the topic of prevention: anorexia or psychosomatic 
illnesses and behavioural disorders are on the increase.  Early intervention 
is vital and can shorten the duration of subsequent treatment.  I have ex-
perienced perplexity and helplessness, the feelings of guilt and have trod-
den the difÞcult path towards the realisation that the condition has nothing 
to do with adolescent ßights of fancy.  I subsequently found out that the 
teachers were either as clueless as I was or didnÕt have the courage to 
address the problem, fearing extreme reactions.  In my opinion, an impor-
tant role for the school for sick children within the framework of prevention 
would be to inform teachers and provide support for them in the case of 
early intervention.

Second mother:  What was really helpful was to experience that the school 
for sick children did not consider the job to have been completed on the 
day of discharge from hospital.  Reintegration in a normal school is not a 
simple matter after such a long period of absence.  In the case of my son, 
I experienced a wide range of support and continue to do so:  visits to his 
normal school, discussions with the school council and school psychologist, 
procurement of medical reports and last but not least detailed discussions 
in which we weighed up the pros and cons of important decisionsÉ what I 
experienced here is much more than I would expect from teachers or heads 
of school:  interpersonal warmth and honest sympathy which gave me and 
my family great strength and continues to do so.

First mother:  There is another topic that I consider as important which has 
nothing to do with schools or the Ministry of Cultural Affairs, but is directed 
at the decision-makers within the healthcare sector.  There are insufÞcient 
places for anorexia patients, particularly those who are very young, for ex-
ample only 11 or 12 years old.  In the Paediatric Clinic in Schwabing, there 
is a waiting time of between six months to one year for medical treatment.  
During this waiting period, the children are cared for in an acute ward or in 
intensive care to bring them out of a life-threatening situation, frequently on 
several occasions during the waiting period.  As medical experts, you can 
easily imagine the dramatic consequences this procedure has for patients 
and their families. Professional experts have conÞrmed that this can permit 
the disorder to become chronic and make subsequent treatment longer and 
more difÞcult.
I work in the Þeld of business administration.  After years in any profession, 
everyone develops a deformation professionelle, myself not excepted.  For 
this reason, I would like to underline this point from a managerial aspect.  An 
investment in more treatment places for patients to reduce waiting times 
costs money Ð naturally Ð but can also save money.  Imagine how much it 
costs to treat a young patient several times in an acute ward or in intensive 
care where only the symptoms can be relieved.  If it was possible to shor-
ten or even eradicate this process, additional investments  would pay for 
themselves.
Back to the topic of the school for sick children:  the combination of medici-
ne and education has been of great help for both parents and their children.  
We wish doctors and teachers great success and hope that many young 
patients receive this support which was of such great value to us.  We also 
wish this congress every success.

I. Greetings
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The pedagogy of deceleration Ð a special educational challenge 
within the framework of a normal life

Hans-Jšrg Polzer
Director of educational authority Gšppingen 

My very dear and esteemed Elisabeth Meixner-MŸcke,
Dear Ms Kohtz-Heldrich,
Dear Ms Schmidt,
Dear Ms Waldschmidt,
Ladies and gentlemen,

During the four days of this congress, you will be focusing on the frequent-
ly neglected and sometimes even ignored issues faced by all schools in 
conjunction with the particular challenges presented by seriously ill child-
ren and adolescents and all children and adolescents who are thought 
to be suffering from a disorder because they stand out as being difÞcult 
or do not correspond to everyday clichŽs within the school educational 
environment. 
In your seemingly subordinated pedagogical congress topic, you are in ac-
tual fact focusing on the core of very real challenges which are presented 
across the board within the area of school education and are essential 
to perennial fundamental issues within all areas of education. You will be 
addressing questions asked by children and adolescents in abnormal situ-
ations every day which are frequently ignored. These questions can often 
seem provocative, but are of enormous importance as they are directed at 
our underlying attitudes and values in our role as school teachers and also 
fundamental issues intrinsically associated with the school system. These 
questions have relevance for our professional skills and understanding as 
qualiÞed teachers but should also concern us deeply from a personal point 
of view.
Aggressive, depressive, drug-dependent, truant or self-harming pupils of-
ten lack the right words for expression and therefore turn to us with an 
undisguised radical and direct approach. They will not be satisÞed with cir-
cumlocutory answers, but demand utter truthfulness in the all-dominant 
and decisive question: ÒHow do you stand with me?Ó
In the end, the central question is how much personal responsibility each 
individual teacher is able and also willing to undertake for a learning group 
or for a particular pupil. For the teacher, the essential question is distance 
or closeness: symbiotic partnership and the educational capacity to act. 
Additional questions are simultaneously raised on central areas of our 
comprehension of learning, child development and success at school.
Ultimately, issues are also addressed which are dependent on our atti-
tudes developed within the context of living up to social expectations of 
status within a school environment. The journalist JŸrgen Kaube published 
an article in the FAZ on 05.12.2007 with the headline ÒPisa is a distraction: 
schools canÔt copeÓ in which he came to the conclusion that ÒPisaÓ Òis 
also the name for a creeping hysteria in the handling of school issues in 
generalÓ. Kaube particularly criticises that Ònervous parents will only be 
encouraged in their view of school as a social battlegroundÓ. He particular-
ly decries the ever-faster rotation of the carousel of educational-political 
actionism with no clear direction which does not tackle concrete solutions 
for key school issues or questions on life posed by pupils. The increasing 
centrifugal forces threaten to catapult an ever-increasing number of child-
ren and adolescents into the empty vacuum of disconnected and unfette-
red sub-cultural milieus.

The crucial point here is however how fundamental decisions on the de-
gree of freedom can be handled in the educational responsibility for indi-
vidual cases within the framework of legal, curricular and well-established 
traditional guidelines. Even the responsible administrative actors in these 
cases also have to address fundamental educational concepts and values. 
The application of legal regulations is as a rule very much dependent on 
the approaches of these individual responsible actors in their interpretati-
on and active application.
Within an educational environment, this can only be achieved by the vir-
tues as laid down by Otto Friedrich Bollnow in his publication ÒDie PŠ-
dagogische AtmosphŠreÓ.  Bollnow sees the educational atmosphere as 
being Òall emotional conditions and human attitudesÓ which he considers 
as Òessential prerequisitesÓ to permit any form of success in education. 
This includes key terms such as trust, conÞdence, patience, hope, cheer-

fulness, serenity and kindness. 
It is not the quantity of knowledge acquisition which is the decisive factor 
but the quality of Òspiritual growthÓ experienced by individuals during the 
educational process.  This is expressed by Carl Gustav Jung as follows: 
ÒOur culture depends on the spiritual development of humans and there-
fore also on the creation of a conscience, emancipation, an independent 
ethical concept and attitudes towards the central issues of life and deathÓ. 
Let me at this point make a few concrete points: A German teacher at a 
normal secondary modern [Realschule] repeatedly encounters comments 
made by a particular pupil such as:
ÒIÔm not going to learn that as I wonÔt need it soon anyway...Ó
The pupil also writes poetry with conspicuous references to suicidal ten-
dencies, adopts a self-destructive manner and dresses completely in 
black. She has a part history of psychiatric treatment both in hospital and 
as an out-patient and increasingly attracts fellow pupils with similar ten-
dencies to self-mutilation into her circle of friends. The teachers of her 
class display initial symptoms of being unable to cope: they do not feel in 
a position to be able to teach this class and are considering taking initial 
disciplinary action according to the regulations of ¤ 90 of the Educational 
Laws in Baden-WŸrttemberg. At this point, an actual suicide takes place; 
a pupil who was not known to have been in a life-threatening crisis has ta-
ken her own life. This triggers off an extensive crisis-management process 
which necessitates the comprehensive intervention of school psychology 
services. 
Ladies and gentlemen, this young woman was gifted, intelligent and lingu-
istically talented and there could be no doubt that she was equal to the 
cognitive demands of a secondary modern. 
This young person brought her destructive words and actions into the nor-
mal life of a conventional school. Her poems were laid out to be accessible 
to all members of her class and were channelled deliberately towards a 
particular teacher: this pupil displayed without doubt a certain degree of 
cunningness in the staging of her actions. 
This matter prompted a number of fundamental administrative questions 
to be directed at the headmaster:
¥    How would responsibilities of supervision be handled if a pupil expres-

ses suicidal tendencies in such a direct form?
¥   Is it advisable for this young woman to participate fully in the educational 

activities of the school if the relevant class            is involved in extra 
activities beyond the conÞnes of school within the framework of career 
orientation?

¥  What action does the school undertake towards the separated parents 
when the young girl was thrown out of the house after returning from 
several weeks in a clinic and is now forced to live with her father against 
her will?

¥  What responsibilities should be undertaken by the district youth welfare 
service and police authorities?

¥  What action should be considered in the case of a crisis situation? 
¥  Where should the school seek advice if in doubt?
¥  Is there no alternative to ofÞcial exclusion from school and disciplinary 

proceedings?
¥  How is it possible to convince the parents of their responsibility in the 

matter when the father expects a lot of the school but does not intend to 
undertake any action in the matter himself?

¥  And so on and so forth...
Finally, after a further announcement of impending suicide, the welfare 
services urged the school to inform the police who brought the young 
girl back to the regionally responsible clinic where she had been previ-
ously admitted as an in-patient. The pupil returned to school however the 
following day. When the German teacher attempted to motivate and en-
courage her to participate in the lesson, this was when she reiterated her 
comments about having no further use for this knowledge! 
For the protection of third parties, the implication of possible educational 
and disciplinary sanctions on the part of the school (¤ 90 of the school 
regulations for Baden-WŸrttemberg) were Þnally discussed. At this point, 
I would like to refrain from providing further details of the relevant educa-
tional regulations, although this topic naturally took Þrst priority for res-
ponsible individuals in this school. 
Instead of emphasising the understandable need of the responsible 
teaching staff to protect themselves from any legal risks, I consider it to 
be of far greater importance here to direct attention towards the preca-
rious state of the pupilÔs further school career in this situation. No-one 
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disputed that the pupil was more than able to meet the demands of the 
secondary modern from a cognitive aspect as adequately demonstrated 
by her literary works. 
It was however universally agreed that for reasons of equal treatment Ð 
which was equated with justice Ð the young woman would have to be con-
sidered as being in danger of having to repeat the year according to the 
strict regulations for allotting grades and criteria for being moved up to 
the next class. This is the worst possible approach to be considered by 
teachers in this sort of situation! They hide behind the ofÞcial line which 
provides ÒtherapeuticÓ justiÞcation for their views that the pupil must 
be taught to face the concrete situation regarding her scholastic perfor-
mance! 
The questions I ask myself here are:
¥  What role do the actual life issues concerning this pupil play within this 

context?
¥  Can subjects such as PythagorasÔ Theorem have any relevance 

whatsoever for her development at this point?
The reality of the situation of this young woman basically confronts us with 
the question of how to handle the ÒsolidÓ and ÒßuidÓ forms of education. To 
quote Eduard Spranger: how do we deal with the Òundesired side-effects 
of educationÓ?
This young woman has no need of the ever faster rotating carousel of inter-
disciplinary efÞciency tests, an increasing density of topics relating to sub-
jects taught and additional certiÞcates. What she needs is the experience 
of being comforted as described by Otto Friedrich Bollnow in his book 
Neue Geborgenheit Ð das Problem der †berwindung des Existenzialismus 
[New feelings of security Ð the problem of overcoming existentialism]
ÒAn individual feels secure when he is convinced that even an internalised 
threat is not approaching him with the intent of destruction. Whoever is 
secure is conÞdent that within this world Ð because it is in effect an Ôideal 
worldÕ Ð powers will also develop which will support and carry him when 
he threatens to fall. An individual can remain calm if he is prepared to 
stand Þrm at all times in face of any challenge with which he is confronted. 
He can await these challenges with conÞdence, or in other words: he can 
look these challenges in the eye with conÞdence if he trusts in the powers 
which will emerge if he is convinced that the development of the action 
around him must inevitably ultimately turn out for the best, even irrespec-
tive of any contribution which he can make with his own efforts. Human 
beings feel secure on the Þrm foundations of belief in themselves which 
convince them that behind all threatening situations, a path of salvation 
will emerge which in its sense of being complete will act as a healing en-
tity. Humans then feel especially secure through their own actions. <É>Ó
Bollnow sees ÒhopeÓ as following a similar pattern:
ÒGenuine hope <É> means Ôopen timeÕ. This can be interpreted as follows 
<É>: the way in which I conduct myself in my hope for the future allows 
me to be receptive for the gifts of what can fundamentally never be fore-
seen. <É> Hope therefore places individuals in a space with unforeseeable 
possibilities. This alone is a genuine and therefore unforeseeable and open 
future. <É> This appears as the underlying foundation which meets the 
individual halfway and prevents him from falling into a void. Hope is there-
fore the expression of trust in oneÕs existence and is linked with a feeling 
of thankfulness for this support. <É> Hope is no longer a special issue of 
psychology or ethics, but becomes a central pillar of human existence.Ó
Under the dictate of development psychology and teaching methodology, 
we have acquired the knowledge that educational processes essentially 
unfold at a constant rate:
We therefore place our trust in the statistically expected phases of child 
development which have been displayed to us as academically sound by 
development psychologists. We also trust in the concept of homogeneity 
in the pupils of a particular age-group.
To be candid, we also place our trust in the construction of our curricula.
The theory we adhere to in schools is that the cognitive development of hu-
mans adheres to work methods and structures which have been stringent-
ly deÞned by specialists. The law of specialist educational methodologists 
adheres to the apparent linearity in the structuring of subject matter as 
laid down by specialists, ignoring the fact that we have repeatedly encoun-
tered ÒwowÓ effects and quantum leaps in individual academic subjects.
In situations in which the development of cognitive competences are ob-
served under the aspect of efÞciency due to its great signiÞcance for so-
cial status and transformation within training and employment markets, 
we tend to lose sight of the balance between psychological and cognitive 

development. This explains how intelligent young persons can be transfor-
med into social and emotional illiterates and is in my opinion sometimes 
the curse of the concept of ÒgiftednessÓ.
What is certain is that our poetess will drive herself to exhaustion in the 
harrowing search for what Bollnow terms as the ÒÞrm foundationsÓ. She 
falls into a state of internal restlessness because she is searching for so-
mething elemental, for a dependable ÒyouÓ. She has never experienced 
this and is once again reliving the painful experience of only being able to 
stay at home if she Òfunctions correctlyÓ there. We are only too quick to 
attribute the blame to the Attention-DeÞciency-Hyperactivity Syndrome 
to facilitate the Òhandiwork of our functional approachÓ. Our educational 
measures primarily aim towards the strengthening of ÒfunctioningÓ rather 
than accepting that the grief of this young woman also contains elements 
of anger and rebellion, in the absence of which neither ÒconÞdenceÓ nor 
ÒhopeÓ can possibly develop.
We identify disorders occurring during the process of a childhood deve-
lopment which has apparently taken place according to natural laws and 
principles as deÞcits which can be attributed to an individual. You only 
have yourself to blame that you have failed. Only because everyone reacts 
in a particular way, it is only fair that you are also the same.
Against this background, we invent marketable programmes for the rec-
tiÞcation of malfunctions in diagnostically precisely identiÞed functions, 
much as though speech for example was an abstract trainable instrument 
rather than a space in which the meaningfulness and cultural content of life 
and relationships can be encouraged. With this type of function-oriented 
approach, we are training children and adolescents to lose sensibility for 
the Þne nuances which particularly Þnd their expression in the wide range 
of non-verbal expressive modes. The numerous commercial external non-
school institutes offering extra tuition are serving a gigantic market; they 
are not subjected to proper evaluation but are nevertheless given greater 
credibility than the actors involved within the core area of education. It 
appears to me that the doctrines of salvation governing the expected fu-
ture status of children and adolescents within the school system and its 
measurable performance and successes are more the discharge of doc-
trines of belief and expectations of salvation on the part of parents than 
the actually experienced reality of the affected children and adolescents.
Ladies and gentlemen:
The biography and educational career of the young woman who initially 
became a problem in the safeguarding of actions within a legal framework 
and subsequently developed into a problem concerning the aspects of 
school-oriented performance evaluation and school-type-speciÞc regula-
tions for being moved up to the next class, is chießy characterised by an 
endless chain of broken relationships. Her current life is governed by crisis 
and her previous experiences are primarily characterised by discontinuity 
and a lack of trust in the words of adults.
This young woman had been pursued through a jungle of relationship cri-
ses and conßicting expectations on the part of adults. She was given no 
chance to develop any selfÐconÞdence.
The well-meaning impulses of her teachers who were aiming to secure her 
school career within the framework of her school type were mere echoes 
within a vacuum. The success-and efÞciency-oriented educational con-
cepts of so-called experts will hit wide of the mark. There is only a single 
question which has any relevance for her: ÒHow do you stand with me?Ó
The Òever more, ever further and ever higherÓ of the post-PISA period 
is not her problem, as is also not the bitter tone of the chießy abstract-
theoretical discussion on school systems, efÞcient learning methods and 
veriÞable control processes for the school system. There is only one thing 
she wants and also needs: a dependable relationship!
She needs to be able to judge dependably how she stands with a single 
teacher Ð i.e. the particular German teacher Ð without being under pres-
sure to succeed within the functional framework of grades! If this young 
woman who brings us gifts of valuable linguistic art receives answers to 
her central questions on life Ð even if these answers still remain open to 
interpretation Ð she will gradually be able to return to working through the 
material which is only required temporarily, but is unfortunately relevant 
to enable her to be moved up to the next class. Let us not forget the words 
of Goethe: Education is what remains after one has forgotten what one 
learned.
For Goethe, only the questions posed by life itself are actually essential for 
education. His experience taught him: ÒThe meaning of life is life itself!Ó 
As a neurobiologist, Gerald HŸther teaches us that pre-natal and early 
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childhood experiences of relationships provide the foundations for bon-
ding patterns between mother and child, teacher and pupil and emotio-
nal content forms the decisive basis for the development of differentiated 
brain structures and interlinked learning processes. Experiences of failed 
relationships are as a rule the cause of learning disorders, deliberate cha-
os and attention deÞcits and are essential for the formation of ÒÞrm foun-
dationsÓ which can stand the test in our own actions. 
If our young poetess is searching to discover the meaning of life, she must 
Þrst be able to live properly herself. For a start, we must also recognise 
her literary message as existential and culturally and artistically valuable. 
Learning in school with its numerous extraneous- and purpose-determined 
factors must take second place at this point. This young woman belongs 
Þrst and foremost to herself. Only then Ð much, much later Ð is she also a 
pawn within the game of the impending shortage of skilled specialists and 
statistically anchored economic future scenarios.
In the case of this young woman, I am deeply convinced that the school is 
acting inhumanely if it sacriÞces the more profound aspects and issues of 
this individual to predetermined curricular targets.
In this case, I share the opinion of Albert Schweitzer who coined the fol-
lowing phrase in his Cultural Philosophy:
ãHumanitarianism consists in never sacriÞcing a human being to a purposeÒ.
First and foremost it is our task to understand this young woman in the 
reality of her life and give her recognition for her potential, irrespective of 
Þxed target descriptions.
Max Scheler formulated our educational concerns within the area of so-
ciology as follows: 
ÒIn no era in history have we known more about mankind Ð in no era have 
we known less what mankind actually is.Ó
We must therefore realise that no amount of scientiÞcally founded data 
trash can help us in situations which depend on the understanding of the 
existential essentials of life as observed in the children and adolescents 
we encounter. Understanding takes priority over Òknowing aboutÓ.
If for example we attempt to counter a child displaying aggressive beha-
viour with cynicism or Þne pinpricks, we are focusing on the perpetrator 
rather than the victim and are, to paraphrase the words of the theologian 
Dorothee Sšlle, ÒcrucifyingÓ this child again with our sanctions which the 
child does not understand.
The child we experience as being ÒdenseÓ is perhaps not at all dense! 
Perhaps he or she is not able to deliver the intelligent answer we expect 
because he or she has lost conÞdence in his or her Òown thought processÓ.
Our schoolgirl lags behind her scholastic potential as she has never expe-
rienced in the permanent discontinuity of her young life that anyone has 
ever said an unconditional ÒyesÓ to her. In the permanently changing kalei-
doscope of chaotic relationships in her life, she cannot depend on her own 
strengths as she is permanently attempting Ð in an intense external orien-
tation Ð to retain the fragile ÒyesÓ of her reference persons through self-
denial. Friedrich NietzscheÕs comment on education is also valid for her:
 ÒEducation is waning daily because haste is growing.Ó

The enforced ride along the temporal and target-oriented tracks laid down 
by the curriculum at school becomes for her an abstract heteronomy and 
only serves to conÞrm her experiences in life which are characterised by 
relationship crises and the short-term relationship structures of her pa-
rents in their unremitting conßict situation.
This young woman is personally experiencing what Albert Schweitzer de-
scribed as early as 1923:
ÒContemporary man is <É> permanently subjected to inßuences which 
attempt to rob him of his trust in his own thought process. The spirit of 
mental dependence to which he should subject himself is embodied in 
everything he hears and reads; it is in the persons with whom he comes 
into contact; it is in the parties and societies which have hijacked him: it 
is embodied in the relationships in which he lives. From all sides and in 
many ways, he is persuaded that he should receive the truths and convic-
tions which are necessary for his life from the cooperatives which have a 
right to him. The spirit of the age does not permit him to come to himself.  
<É> Through the spirit of the age, contemporary man is urged to display 
scepticism regarding his own thought processes to be receptive for autho-
ritative truth. He is unable to resist this constant inßuence because he is 
an overworked, uncollected and distracted being. <É> His spiritual self-
conÞdence is also eroded through the pressure exerted on him through 
the gigantic volume of knowledge which is increasing daily. <É> The seeds 

of scepticism have germinated. Indeed, contemporary man no longer pos-
sesses spiritual self-conÞdence and hides a substantial spiritual insecurity 
behind the fa•ade of a self-assured appearance. Despite his great material 
capacity, he is an atrophied human being as he does not make use of his 
ability to think.Ó
The teacher of the young woman is torn between the standards set down 
in the educational plan for the secondary modern which will become valid 
within the context of internal school discussion. She is bafßed by the phe-
nomenon of the consistent call for Òeducational circumstancesÓ (Wilhelm 
Flitner) or Òeducational referencesÓ (Herman Nohl) through a pupil who is 
plagued by her existential roots. The teacher is however simultaneously 
bound by the scholastic aims which have been laid down on an abstract 
level but have little to do with the current necessities of her pupilÕs life.
In this situation, the only response can be deceleration. The continuati-
on of school work within the linear framework of the curriculum must be 
decoupled for this pupil and incorporated into a personally tailored indi-
vidual curriculum in which the clariÞcation of relationships must play a 
prominent role. The orientation towards possibilities of integration within 
a career context is in comparison also currently a subordinate issue. The 
regaining of the meaning of life takes priority over utilisation within the 
context of social usefulness!
ConÞdence in oneÕs own thought processes is an essential prerequisite 
for lasting participation of an empowered citizen in the value-creation pro-
cess in a democratic society.  
The formal framework of regulations governing progression to the next 
class at the end of the year is irrelevant in this situation as it is universally 
agreed that if she (the pupil) can overcome this crisis thanks to a reliable 
relationship experience, she will ultimately be able to develop her own 
personal resources.
Instead of propelling this young woman through well-meant but constant-
ly accelerating and functionally oriented activities for encouragement, 
deceleration is what she requires. She simply needs time to be able to 
encounter us, the adults, without the formulation of any pre-conditions. 
This young woman merely desires to take us at our word! Until she is able 
to Þnd at least approximate answers to her existential questions on life, 
she is condemned to failure within the framework of educational stan-
dards and competence levels. All that is currently of importance for this 
young woman is anything that can help her in her concrete relationship 
concepts and be of lasting value within this context. Specialised subject 
teachers and even the most elaborate encouragement programme which 
would be primarily oriented towards rectifying her learning deÞcits would 
be of little help as this would all be oriented towards targets of acquired 
competences. 
What we need for this young woman is on the one hand the truth of Þxed 
curricular targets, but educational success will on the other hand have no 
chance if she is unable to Þnd answers to her existential questions. The 
school must not attempt to meet these needs through a psychoanalytic 
approach; this is not part of its task and it is vital that this task be underta-
ken by the relevant specialists. Schools must however develop a trustwor-
thy approach for pupils plagued by existential issues. Their credo must be 
as follows: You are important for me Ð I trust you and have conÞdence in 
your ability Ð I am not looking at what is holding you back, but what could 
give you space for new positive experiences.
How is it possible to encourage teachers to liberate themselves from the 
concept of linear educational development and the apparent compulsive 
nature of the curriculum in their confrontation with children and adole-
scents in crisis situations?
The theologian Dorothee Sšlle who has intensively addressed the pheno-
menon of ÒsufferingÒ sees the core of education as being able to withstand 
the Òparadox between threat and healingÓ and permit this to become ef-
fective within a pedagogic environment. Against the background of the 
feeling of existential threat, special education-oriented encouragement 
must also take the liberty of action without speciÞc purposes. In other 
words, it must remain meaningfully effective even in the face of a Ònihili-
stic shockÓ without denying the factuality of threat. Irrespective of parti-
cular school forms and educational standards, pedagogic situations can 
arise in which the only meaningful response can be the forging of a relati-
onship through the word ÒYOUÓ. In particular situations entirely stripped 
of any speciÞc purpose, education can in certain cases serve the highest 
purpose conceivable Ð namely life itself!
The educationalist Renate Harter-Meyer from Hamburg who regrettably 
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passed away on 01.09.2009 is one of the few individuals within her special 
Þeld to have undertaken intensive studies into issues surrounding Òeduca-
tion during illnessÓ. One of her in-depth studies is entitled in an approxima-
te English translation: ÒWhoever only wants to impart knowledge here (in 
the school for sick children at a clinic for child and adolescent psychiatry), 
is knocking on the wrong doorÓ É 
Renate Harter-Meyer orients herself in her studies to the classical concept 
of education and also Þnds afÞrmation in Klaus MollenhauerÕs critical edu-
cational concept. Among other things, she criticises the lack of appreciati-
on of schools for sick children by school authorities, but also comes to the 
conclusion that the teachers see themselves as inferior within a clinical 
context in their subordination to the overriding authority of medicine. A 
further Þeld in which a lack of self-value is displayed by the teachers for 
sick children is their subordination to the dictates of regulations governing 
examinations and the progression to the next higher class in conventional 
schools. They chießy adhere to the dictates of lessons primarily planned 
as compensation.
Renate Harter-Meyer also Þnds that teachers within a clinical context tend 
to be predisposed to therapeutically-oriented rather than educational ap-
proaches, and above all, only traces of a pedagogically deÞned educatio-
nal concept can be discerned within the sphere of teaching sick children 
and school concepts are largely absent.
This weakens the self-conÞdence of the teachers who consequently orien-
tate their work primarily towards the retention of the links of their pupils 
to their normal schools and educational paths. This appears to produce a 
tendency for over-compensation. Teachers at schools for sick children are 
in danger of implying that conventional schools have more rigid educatio-
nal concepts than is actually the case against the background of open and 
competence-oriented formulated curricular speciÞcations.
Against this background, Renate Harter-Meyer criticises this stunted 
educational concept which is prevalent in the education of sick children. 
Her investigations clearly reveal that the hectic race to keep up with the 
progress in the schools normally attended by their pupils is an overriding 
factor within schools for sick children. This is also the reason why teachers 
in these schools frequently adhere even more closely to the dictates of 
subject-related, didactical assumptions than their colleagues in conventi-
onal schools, although these no longer correspond to valid competence-
orientated curricula and have in most cases been replaced by interdiscip-
linary classiÞcation.
Accordingly, numerous schools for sick children deÞne themselves almost 
exclusively through their Òbridging functionÓ between the clinic and the 
pupilsÕ former schools. According to Renate Harter-Meyer, systematic 
concepts for this bridging structure are relatively rare and the educational 
concept for sick children essentially lacks a general independent educa-
tional concept.
Renate Harter-Meyer urges teachers of sick children to formulate an edu-
cational concept which treats education as a process Òfor the acquisition 
of the world and the simultaneous creation of a critical distance towards it. 
The aim is the integration of personality development and the acquisition 
of knowledge.Ó
For Renate Harter-Meyer, education should be directed towards Òself-as-
sertion, the constitution of meaning and historical orientation.Ó
In addition to imparting knowledge to their pupils to ensure that they do 
not fall behind at their normal school, teachers at schools for sick children 
should devote themselves intensely to the area of relationship education. 
This is however frequently made difÞcult due to shorter stays in hospital 
and the resulting wide ßuctuation of pupils which results in a high level of 
curtailed relationships. School concepts focusing on the coordination and 
advisory function of the schools for sick children within the areas of pre-
vention and follow-up support alongside the classical tuition for sick child-
ren can have a stabilising effect. I would also suggest that schools for sick 
children should not merely encourage and coordinate in-house schooling 
measures, but should also implement these independently in cases requi-
ring the stabilisation of otherwise fragile teacher-pupil relationships.
Ladies and gentlemen:
in my opinion, it is vital that teachers who are dealing with individuals in 
extraordinary circumstances are able to acquire conÞdence in their edu-
cational concept governing their main principles.
They must be sure that their involvement with special needs in life and 
learning and existentially oriented questions which necessitate the exten-
sive disregard of generally formulated educational standards fully meet the 

requirements of the foundations of classical educational concepts.
According to Hartmut von Hentig:
ÒEducation should encourage young persons in the development and 
strengthening of their entire persona Ð so that they themselves ultimately 
become the subject of this processÓ (educational plans for Baden-WŸrt-
temberg, 2004).
A group surrounding the special needs educationalist Hans-Jšrg Kautter 
from Reutlingen has developed a support concept for handicapped child-
ren at special needs schools to enable these pupils to develop as Òactors 
of their own developmentÓ.
Von HentigÕs formulation also corresponds to the concept expressed in an 
earlier era by Wilhelm von Humboldt:
ÒThe genuine purpose of man <É> is the highest and best-proportioned 
education of his strengths to form a whole <É> Education must convey 
the natural one-sidedness of each individual strength in comparison with 
other strengths without having a weakening effect!Ó
Is this concept not also what the German teacher of our poetess would be 
adhering to if she gave our young poetess time and space to enable the 
development of experiences with relationships and self-discovery rather 
than relentlessly hunting her down to pursue externally deÞned objectives?

Ladies and gentlemen, 
I remain true to my concept that education succeeds best when it cor-
responds to each individual personÕs necessities of life. If it is subjected 
to the witch-hunt of a superÞcial striving for efÞciency and success, it 
degenerates into short-winded actionism. Ultimately, GoetheÕs words are 
particularly applicable in borderline situations:
ÒThe meaning of life is life itself!Ó 
If we welcome life Ð even in its most difÞcult situations Ð we provide the 
space which human development deserves!
This message can be extended with the words of Friedrich Fršbel: 
ÒThe identiÞcation of every thing and the particular identiÞcation and 
profession of man is to develop and represent his own nature, the divine 
within him; the treatment of man to enable that he achieves this goal is 
education <É> Education achieves the representation of the divine in man 
and the recognition of the divine in nature as perceived by man. It leads 
man to peace with God, with himself and other men and with natureÉÓ
Our young poetess is truly dependent on the freedom of this peace for her 
education (i.e. the development of her existence).
Our poetess was transferred to a parallel class to interrupt the Òdisrup-
tions and distractionsÓ to her educational progress which had originated in 
the company of her single remaining friend in the class both had previously 
attended.

Cancer in Children: What happens after the cure?
Progress in therapy and participation in school

Prof. Dr. med. Stefan Burdach 
Head of the Hospital and Medical Director
Pediatric Hospital Munich-Schwabing

Ladies and Gentlemen: 

ãEvery society honors its living conformists 
and its dead troublemakersÒ 
Mignon McLaughlin (1913-1983)

Speaking of troublemakers:

The good news is we can cure children with deadly diseases.

The bad news is because they recover, we must take care of them.
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This is the motto of our hospital. 
To clarify this, I would like to make a counterpoint Þ rst: Society that says 
farewell to our children, says farewell to the future.

Today, I am concerned with three challenges faced by the school for the sick: 

1. Medical, 
2. Psychological and 
3. Social challenges. 

I would like to start with two theses to differentiate between pediatrics 
and adult medicine in order to deÞ ne the framework conditions of the 
school for the sick:

1.  pediatrics is a curative subject and 
2. compared to adult medicine, which deals mostly with the symptomatic 
treatment of age and degenerative diseases and is a signiÞ cant topic in our 
aging society, pediatric and adolescent medicine are mostly concerned 
with cure or at least long-term survival with chronic diseases. 

In childhood cancer, the objective is a cure. Oftentimes, the question was 
about the advancement in medicine.  Are we talking about technical pro-
gress or advancements that really lead to a cure of diseases? In this case, it 
is beneÞ cial to take a look at pediatric and adolescent medicine. ãIs cancer 
cured rarely?Ò This is still a widely believed prejudice, an overall opinion: It 
is a deadly diagnosis. Here are the results of the past 20 years based on 
approximately 26,000 children with cancer treated in Germany (Slide 13, 
MUC-HOPE 2010 after the cure101101stb). As you can see, you are able to 
cure four of Þ ve children with cancer. We have the best results with leuke-
mia and lymphomas. In others, the rates for a cure are lower. ãCancer in 
children is mostly cured!Ò ãRarely curedÒ would be the wrong response. For 
individual diseases, the treatment successes are even more impressive. I 
would like to address one disease, which we study in particular, namely the 
Ewing sarcoma. This is a highly malignant bone tumor. While the survival 
rate was below 10% in 1940, it is currently more than 60%. 

Krebs bei Kindern: Zunahme der Behandlungserfolge

Another important disease in connection with the challenges posed in the 
school is brain tumors. Here, too, the survival rates have greatly increased. 
Therefore, cancer in children is mostly cured. This year, one in 250 adults 
between the ages of 15 and 45 years will be a survivor of childhood cancer. 

Now, there are politicians, of course outside of Bavaria, who say, ãThis 
could be a contribution to solve the demographic problem.Ò This experi-
ence is not new to us as pediatricians. Our Þ eld becomes more interesting 
when politics notices that for example there is a lack of people paying into 
the retirement fund or other funding agencies which society deems as 
essential. I believe that this perspective of the future does not solve the 
future viability of our society. Only, if we take care of the children for the 
childrenÔs sake does it prove the sustainability of our society. 

I would like to tell you brieß y about Peter. Peter was barely 18 years old 
when he came to us in February of 2009. He suffered from Ewing sarcoma 
and had approximately 50 bone metastases. Maybe you have Þ rst hand 
knowledge of breast cancer in your family or of prostate cancer with bone 
metastases and know that bone metastases in general are a death sen-
tence. Metastases (disseminating cancer) are not good news because if 
the cancer metastasized into the bone it is in general a death sentences. 

Multifocal Ewing Tumors (ET): Leukemia and Solid Tumor at once
Primary multifocal bone metastatic disease in ET has two features:

(1) Local (multifocal) disease; (2) Systemic disease

The physicians at the Pediatric Hospital of Munich-Schwabing, who are 
specialized in this disease, have tried to revise this death sentence by 
subjecting Peter to a highly invasive therapy, which included Þ ve stem cell 
transplants. Peter had lost his mother one year prior to the diagnosis.

His mother died during labor with his little sister. A few months after his 
diagnosis, his much-loved grandmother died who was the most impor-
tant parental Þ gure in the family. Subsequently, Peter grew up at his aunts 
because both his father and he thought it better if Peter is raised by the 
aunts. In this family, he found an impressive and loving safety net. We were 
able to see this for ourselves during the course of the exhaustive treat-
ment. In this year, during which he received treatment, he did not miss a 
single appointment despite the fact that he is from Lower Bavaria and had 
to be driven to the hospital every day more than 100 kilometers. One could 
think that with such tragedies there is something else besides school on 
someoneÕs mind. However, immediately after his diagnosis, Beate Winkler, 
his teacher, contacted his school at home to Þ nd out his future career 
goals. He wanted to become a heating system technician. Subsequently, 
she set up a curriculum together with the school and worked with him. 
Today, Peter survived the disease and he wants to become an electronic 
salesperson. He is presently working on his ÒqualiÞ zierten Hauptschulab-
schluss.Ó  I believe this is quite an impressive story that illustrates many 
issues, which I would like to discuss with you now.

However, one of our little patients has illustrated this connection in a dif-
ferent manner. And because a picture says more than 1000 words, I would 
like to show you this picture that Lisa Meixner-MŸcke has given to us. It 
shows a bridge between the hospital and the school and this is the bridge 
to life (Slide 20). This is how little and older children see it - just like this 
artist or Peter. 
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Why schooling for the sick? Sick children have an intellectual need. They 
want to be taken seriously and this may apply even more so to sick child-
ren than to healthy children. School provides patients with perspectives 
and self-esteem. If children go to school with cancer in our hospital then 
the connection to life is not lost afterwards. Students, children, patients 
sense very keenly that they are given up as patient and as children if they 
are given up on as students. 

However, the school for patients has a special pedagogic challenge. I 
would like to address this pedagogic challenge. It is not like, we are curing 
all children and they attend their own school again as healthy children. It 
is rather that the undesired long-term effects of cancer therapy are quite 
extensive. 
OefÞ nger and colleagues wrote about more than 10,000 adult survivors of 
childhood cancers. The work was published in 2006. This work demons-
trates the so-called ãchronic health conditionsÒ (that is an American eu-
phemism, we rather say ãlate effectsÒ) the late-toxicity of surviving cancer 
is extensive. Up to 40% of the patients have severe adverse effects 30 
years later. In leukemia - the red curve shows the severe adverse effects, 
the other curve illustrates the more general ones.  As you can see, the 
majority of the patientsÔ restrictions are less severe. However, a signiÞ cant 
percentage suffers severe restrictions that impact the quality of day-to-
day living. It is slightly lower in leukemias and it increases in solid tumors 
such as sarcomas and brain tumors similar to the survival rate.

Of course, as physicians and researchers we are trying to lower the toxici-
ty of the therapy. For example, we are working on parents donating special 
cells that cure the childrenÔs cancer. Actually, we truly can establish a per-
spective how we can get tumor stem cells to behave benign so that they 
loose their malignancy. 

This has two interesting implications - for you as well. We can teach these 
cells without changing their genetic makeup.  We can train tumor cells, 
tumor stem cells to behave benign by changing their environmental con-
ditions. 

A second important implication that we have learned from this research is 
that this striving for eternal youth or this ãforever youngÒ has its price, its 
pay off, and this can be malignancy. 

These insights have led us actually to treat the Þ rst patients with the cells 
of their parents this year. The cells of the father can recognize characteris-
tics of the mother on the tumor cells of the children and we hope to reduce 
some long-term toxicity through this - but that is in the future. 

Currently, you still must deal with long-term effects of treatment in your 
pedagogic work. And these are signiÞ cant. The treatment itself can cause 
cancers, there are late effects on the central nervous system, and hormo-
nal imbalances that impact puberty. All this affects the studentsÔ quality of 
life and creates increased challenges for you as educators.

�N�� Zweitmalignome 

�N�� Kardiomyopathien -  
  Herzinsuffizienz 

�N�� SpŠtfolgen am  
  Zentralnervensystem 
�N�� Hormonstšrung -  
  PubertŠt , FertilitŠt 

�N�� NierenschŠdigungen 
�N�� Skelett- / 
  WeichteilschŠden 

Erhšhter 
PŠdagogischer 

Aufwand 

These were the somatic problems you have to deal with. In addition, the-
re are psychological late effects: Lonnie Seltzer conducted an excellent 
research about the psychological condition of survivors of childhood can-
cers, which was published last year. This research discovered - as expec-
ted Ð that survivors report of more symptoms and distress and a worse 
somatic condition; however, the emotional quality of life, HRQUOL me-
aning, ãhealth related quality of lifeÒ is the quality of life. The quality of life 
is emotionally excellent for the cancer survivors. They are highly content 
with their current life and they have high expectations for the future. Risk 
factors for psychological distress and a worse quality of life are lower edu-
cational attainment, low income, in other words, and therefore, inadequa-
te successes in the professional life - to name just a few (Slides 31-33). 
Naturally, children with brain tumors pose a special challenge and these 
psychological distress factors have a signiÞ cant impact on the further 
health prognosis. Unhealthy lifestyles are more frequently the result. Psy-
chological distress leads to a lower compliance with medicine. The bottom 
line is that most survivors are psychologically healthy and report about 
being content with their life. In addition, it is a challenge for education to 
approach these risk factors for psychological distress and to Þ nd interven-
tions for these risk factors. This means to think from day one about school 
and a school-leaving certiÞ cate. The consequences are that the survivors 
of a childhood cancer need special educational support and this educatio-
nal support is entirely different from the psychosocial care. This educatio-
nal support may have a preventive effect in relation to the risk factors for 
psychological distress and a poor health-related quality of life. In addition, 
children with brain tumors pose a special challenge for schools. 

Finally, I would like to address the social aspect. You see the participants 
of the ãTour der HoffnungÒ or ãTour of HopeÒ in front of our hospital. The 
ãTour of HopeÒ is a bicycle tour by childhood cancer survivors who take a 
600-kilometer trip through Germany. I, who always has thought of himself 
as interested in sports, was highly impressed by these children when they 
visited our hospital. Moreover, they visit the children cancer hospital to 
encourage patients confronted with the diagnosis of cancer. To give them 
hope for the life after the diagnosis and hope for school for them to sur-
vive this life. For this reason, it is so important that from day one school 
must be considered. Only the success in school is the suitable condition 
to overcome the Þ ght against these prejudices. 

In closing, I would like to state: 

The survival rate of children with chronic diseases increases. 
The survivors need longer stays as in- or outpatients in the hospital. There-
fore, the need for schooling in the hospital setting increases. Without 
schools for patients, the children loose their Þ ght in life despite a cure. 

I would like to discharge you from my lecture with three theses. 

First: the identity of a society is determined by the belief in its future and 
this future is its children. 
Second: Today, when we can cure children of many diseases, which were 
deadly just yesterday, then it cannot be our desire for these children to get 
healthy but fail in life later and must be a burden as social failure to society. 
Third: We must assure that they recover and in doing so, we must assure 
that they do not lose their connection with school and life. 

Children Ð Health Ð Future. Our time belongs to the children and children 
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who were torn from the grips of death cannot be neglected in school, in a 
society that believes in its future. Schooling does not follow the cure. This 
would be too late. 

I would like to thank everyone, especially my colleagues who are educa-
tors, the psychosocial team, and the physicians for helping me prepare for 
this lecture. I would like to thank you for your attention!

Mentally ill children Ð what are the solutions?

Prof. Dr. med. Franz Joseph Freisleder
Medical Director of the Heckscher-Klinikum for Child and Adole-
scent Psychiatry, Psychotherapy and Psychosomatics, Munich

During the post-war history of Germany, the school as an institution has 
never been as frequently in the focus of the glaring spotlight of society 
as is the case today. It cannot be ignored that critical comments directed 
at schools are in the clear majority. Around 80,000 young people leave 
school every year in Germany without any form of secondary school quali-
Þcation. The Cologne Institute for Economic Research [iW.K…LN] recently 
estimated the follow-up costs of the ßawed efÞciency of the school sys-
tem, chießy as a consequence of the high rate of students repeating a year 
or dropping out entirely, and came up with an annual Þgure of " 3.7 billion. 
ÒThe dead end of secondary modernsÓ, ÒSchools as breeding grounds for 
violenceÓ or ÒPupils of 2010 Ð between motivation and anxiety about the 
futureÓ are examples of the headlines confronting us almost daily, sugges-
ting the image of a crisis-ridden school landscape throughout Germany. 
The start of our specialist conference HOPE with the upbeat title ÒThe sick 
child - supported by a network of education and medicineÓ provides a good 
opportunity for a more detailed examination from a psychiatric viewpoint 
of the role of schools in the emergence of mental disorders in children and 
adolescents on the one hand and on the other hand their recognition of 
these disorders and the positive inßuences which they could exert.

A study of literature from the Þrst half of the twentieth century reveals 
however that criticism of schools is no new topic: in those days, individual 
pupils in schools appeared to have suffered an equal degree of mental tor-
ment as is the case nowadays. This is for example borne out by the soul-
destroying experiences and confusions suffered by the boarding school 
pupil Tšrle§ described by Robert MUSIL in his novel from 1906. Hermann 
HESSEÕs novel ÒBeneath the WheelÓ [ÒUnterm RadÓ] appeared in the same 
year and Friedrich TORBERGÕs ÒThe Pupil GerberÓ [SchŸler Gerber] was 
published 25 years later. Both books describe the depression culminating 
in suicide suffered by their youthful protagonists. In HESSEÕs novel, the 
young Hans Giebenrath cannot ultimately cope with the exalted expecta-
tions of his father, is out of his depth in the intense pressure to achieve at 
school and Þnally comes to grief as a consequence of an unhappy Þrst love 
relationship. TORBERGÕS pupil Kurt Gerber is in a similar situation: despite 
his intelligence, he cannot surmount his weakness in Mathematics or cope 
with his suffocatingly sadistic class teacher: he falls into a state of ever 
deeper depression and Þnally throws himself out of the window in despair.

Frustrated pupils under stress and exhausted teachers suffering burnout Ð 
is this phenomenon not an unambiguous sign that school-oriented factors 
are the ultimate fundamental causes of the increase in the occurrence of 
conditions such as affective disorders in children and adoles-cents and 
depression particularly observed in teachers? Is it ultimately the school 
system per se with its two sets of actors in front of the class and behind 
the desks which in the face of the initially described scenario provides a 
tangible detriment to the quality of life and is an increasing cause of ill 
health? Or are other factors also to blame?

Looking back over the past 25 years, paediatric psychiatrists as one of 
several specialised professional groups involved with mentally disturbed 
or ill adolescents can without doubt conÞrm the fact that there is a greater 
demand for their professional help than ever before, irrespective of which 
region in Germany they are working in and whether they are employed in a 
practice or a clinic. Annual demand growth rates ranging from 10 to 20 % 

could be interpreted as evidence for a drastic increase in mental disorders 
in developmental ages, particularly when considered alongside the fact 
that the baby-boomer generation has already more or less reached ma-
turity. If we undertake a closer analysis of general illness patterns within 
the contemporary generation of children and adolescents, the trend has 
visibly shifted away from chießy physical disorders to mental disorders in 
their broadest sense.

Although on the one hand child and adolescent psychiatric clinics are 
bursting at the seams and waiting periods of several months are unavoida-
ble in practices and outpatient departments for children with psychologi-
cal disorders, on the other hand we often see excess capacity in classical 
somatic paediatric clinics Ð this frequently has the consequence that we 
have to treat milder psychiatric disorder syndromes under the label of 
Òpsychosomatic disordersÓ with insufÞcient funding.

The increase in demand and utilisation of established child and adolescent 
psychiatric services is however due to a number of different factors. One 
essential fact is certainly that the quality of detection, diagnosis, thera-
py and rehabilitation services offered by child and adolescent psychiatry 
and psychotherapy has increased substantially over the past few years. In 
Bavaria twenty years ago for example, there were only a few clinics and a 
handful of specialist consultants: now each administrative district has at 
least one child and adolescent psychiatric hospital which has been forced 
to create supplementary wards and outpatient departments in periphe-
ral areas due to high demand. A growing number of specialist consultant 
practices Ð regrettably to a large extent centred round urban conurbations 
Ð and modern, attractive clinics are frequently able to shorten the custo-
mary long waiting times experienced by affected families.

In addition, the extensive media coverage of the endangered mental health 
of children has led to a greater level of awareness of our specialist Þeld and 
also to the removal of taboos and threshold fears accompanying a visit to a 
child and adolescent psychiatrist. Many parents and those professionally 
involved with children and adolescents displaying behavioural disorders 
now seek help and support at an earlier stage. As a consequence, child 
and adolescent psychiatric and psychotherapeutic institutions are incre-
asingly allocated patients with psychological dis-orders or corresponding 
dubious symptoms Ð according to the motto Òsupply creates demandÓ. 
Many of these disorders were either simply not detected or inadequately 
treated in the past.

Within this context, the question must be asked whether it is true that no-
wadays a greater number of children and adolescents display symptoms of 
mental illness than before. Although epidemiologists have overall not re-
ported a dramatic increase across the entire spectrum of disorders, they 
have registered the following trend: according to a current BELLA study on 
the mental health of children and adolescents in Germany, around 18 Ð 20 
per cent of this agegroup display conspicuous psychological and/or psy-
chosomatic features requiring further clariÞ-cation, a percentage which 
has not changed signiÞcantly in comparison to studies undertaken 25 to 
30 years ago. What is different is that nowadays a long-term therapeutic 
intervention is considered necessary in one in out of two cases of children 
with identiÞed disorders compared to one out of four cases in the past.

In a clinical setting, we have the impression that particular disorder pat-
terns are encountered more frequently than in the past. This includes 
children with circumscribed and frequently combined development disor-
ders, e.g. within the areas of reading and writing or calculation who as a 
result encounter great difÞculties in school and social isolation; children 
and adolescents with social behavioural problems chießy of aggressive 
and expansive types already visible during the Þrst few years at school; 
preschool and schoolchildren with a hyperkinetic syndrome and/or an at-
tentiondeÞcit/hyperactivity disorder (ADHS) which present serious obsta-
cles to their integration within the family, at school and within a social 
environment; individuals with a substan-tial history of truancy and also 
an increasing number of adolescents and even children displaying alcohol 
and drug abuse at an extremely early stage. With the onset of puberty, 
an increasing number of mainly girls with anorexic-bulimic syndromes 
and adolescents with internally or externally triggered forms of aggressi-
ve breakdown and/or depressive-suicidal crises are coming to practices 
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and clinics. Generally speaking, a signiÞcant overall increase in anxiety-
based and depressive illnesses has been registered. In addition, an in-
creasing number of young patients have survived complications arising 
from premature birth, trauma, malignant or metabolic disorders thanks to 
advances in paediatric medicine, but as a result harbour the increased risk 
of subsequent psychological problems. The entire spectrum of disorders 
listed here which can take many forms and can be observed at different 
developmental stages have one common factor: they Þrst come to light 
within a school environment.

Starting school is for 6-year-olds frequently the most profound experi-
ence they have ever en-countered in their developmental phases. The-
se children are after all at this point emerging from a narrowly deÞned 
environment which Ð depending on their individual family context Ð was 
relatively clear, more or less structured but mostly without any form of 
strict, universally valid performance requirements within an intellectual-
cognitive area. From a paediatric-psychological perspective, a relevantly 
pre-disposed child will soon display cognitive defects and behavioural pro-
blems during this new stage in life which takes place in a regimented and 
achievement-oriented environment: these problems had up till now been 
disguised or even overlooked in the protected environment of the family 
or nursery school.

Two case studies of 7-year-old children will provide examples here: in 
one of the children, an attention-deÞcit/hyperactivity disorder only came 
to light when a longer period of concentration and control of impulses 
was necessary during classroom activity. In the other case, an otherwise 
linguistically talented girl who had never displayed any problems at the 
preschool stage developed increasing symptoms of dyslexia towards the 
end of the Þrst year at school. In both these cases, the school is almost de-
stined to become the location of infantile behavioural disorders and there-
fore the annoyed and disappointed parents will initially see the school as 
the cause of these problems Ð at least until a correct diagnosis has been 
established and relevant counselling provided on the neurobiological foun-
dations of both disorders. Two mothers of two boys in year four who had 
been given Ritalin to treat their hyperkinetic disorders asked me for advice 
independently of one another. By chance, it emerged that both boys were 
in the same class at school and it was established that four other class-
mates were also receiving medication for hyperactivity and concentration 
problems. This class in a school in Upper Bavaria consisted of 34 children 
who had already had to come to terms with a second change of teacher 
within a single school year plus intermittent class cancellations and fre-
quent changes of supply teachers.

Maybe this was all just a coincidence. Without going into further detail 
about my two patients Ð for one of whom I incidentally prescribed the 
effective and well-tolerated methylphenidate, a highly suitable medication 
for this condition Ð and without being familiar with the other four children 
on medication, this situation is naturally not representative, but should 
give parents, teachers and doctors some food for thought. Of course, 
ADHS can be diagnosed in around 3-4 % of all schoolchildren and suc-
cessfully treated in an individually tailored therapy consisting of psycho-
educational advice, behavioural-therapeutic measures and also with me-
dication. But are doctors too quick in reaching for their prescription pad 
without giving sufÞcient consideration in each individual case to all patho-
genic environmental factors Ð whether in the parental home or at school? 
This should of course not imply that factors such as crowded classrooms 
with inconsistent educational supervision or watching TV for several hours 
a day can in itself be the cause of ADHS. Nevertheless, if these inßuen-
ces are grafted onto the neurobiological vulnerability of a child, this does 
raise the risk of disorders. Should it therefore not be a matter of course 
to switch off these accompanying circumstances where possible Ð in the 
truest sense of the word Ð in an effective therapy?

Particularly in a school setting, the conjunction of a disposition to an in-
dividual illness and environmental factors aggravating the symptoms can 
cause a much more complex situation than is the case with ADHS. This 
holds true for severe psychiatric illnesses such as psychoses or a serious 
tic disorder like the Gilles de la Tourette syndrome, both of which develop 
over an extensive period of time. A schoolchild with a combined tic disor-
der can initially only be detected during an extended preliminary phase 

through involuntary jerky movements of individual muscular groups and 
subsequently through the production of explosive noises or words, fre-
quently of an obscene nature. In the absence of relevant knowledge, a 
teacherÕs only reaction to this behaviour will be to give the impression 
that they are able to cope with the miscreant, consider this behaviour to 
be deliberate and combat it with punishments. Classmates will make fun 
of this behaviour and isolate their fellow pupil which will only succeed in 
aggravating these tics.

It is however not always serious neuropsychiatric disorders in a nar-
row sense of the term, sometimes not even correctly diagnosed, which 
can bring children within the school environment into a vicious circle, 
particularly if this situation is not recognised as such. It appears that a 
considerable number of children and adolescents in all age groups and 
school types have become victims of bullying. According to Þndings from 
the bullying study undertaken by the Munich development psychologist 
Mechthild SCH€FER, one in three primary school children has apparently 
already experienced bullying and at least temporarily felt themselves as 
victims of psychological pressure or even physical violence at the hands 
of their schoolmates. In the majority of cases, these studies assign a 
partial responsibility for this phenomenon to the teacher who appears to 
display insufÞcient sensitivity and consistency to the denigration of an 
individual within these group-dynamic processes. It is therefore expected 
of teachers that they ensure that a considerate and tolerant atmosphere 
is created in the classroom and that bullying is categorised as being ta-
boo right from the start which will otherwise be countered immediately 
through suitable intervention from teaching staff.

These accusations can perhaps be justiÞed in certain cases of bullying. A 
more detailed analysis of the prehistory of conspicuously emotional ado-
lescents presented to the child psychiatrist by their parents as victims of 
bullying can sometimes reveal individual causes of their problems which 
have nothing to do with school, for example over-protective spoiling on the 
part of the parents or high expectations of fellow classmates despite their 
own limited and underdeveloped interpersonal and social competence. In 
my opinion, we must ensure that we do not overburden our schools and 
teachers with excessive demands and wishes. School representatives are 
justiÞed in asserting that conßicts in the classroom and the playground 
are merely a reßection of our society which is frequently characterised by 
instable family structures and relationships, an egocentric lifestyle and 
a lack of ethical orientation. In Germany, around 5 Ð 10 per cent of all 
schoolage children and adolescents display some form of school-evasive 
behaviour: some only for a few days and others over a period of several 
months and even longer. In a number of large cities, school absenteeism is 
a frequently observed phenomenon.

Although it is impossible to pigeonhole school truants precisely, child and 
adolescent psychia-trists have deÞned three general group areas: the Þrst 
group of school truants who steer clear of school whenever possible due to 
their dissocial development only receives a passing mention here. It is only 
the second sub-group which displays a fear of school as the underlying mo-
tive; excessive demands, bullying by schoolmates, fear of a cynical teacher 
or excessive expectations of ambitious parents can in these cases trigger 
off physical ailments such as headaches or stom-ach pain and avoidance 
tactics for attendance at school. We child and adolescent psychiatrists of-
ten establish that children with a chronic fear of school within this context 
have been placed in an unsuitable school form. We see primary school-
children for example who due to their intellectual capabilities would be bet-
ter off in a school for special needs and grammar school chil-dren out of 
their depth who would be far better suited to a secondary modern school. 
Incidentally, we repeatedly encounter the fear of school phenomenon in the 
case of the large number of children who have been identiÞed as Òhighly 
giftedÓ, whose potential has been overestimated and who are unable to 
become integrated in a new class after skipping ahead a year at school.

The third subgroup of school truants, those suffering from a genuine 
school phobia, are surely the most complicated from an etiological point 
of view. Here the psychodynamic foundations of the persistent truancy of 
a child lie in a separation anxiety of which the child is barely aware and 
the school is actually only a projection screen for this anxiety. Children 
affected by this phenomenon can display a history of over-protectiveness, 
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overpampering or premature birth and experience their exit from the safe 
environment of home in which they were the central focus quasi as a loss 
of control. A further group of adolescents speciÞcally affected by this 
phobia come from a broken home situation, for example in a close and 
sometimes symbiotic relationship with a single parent. Occasionally, they 
can even assume the role of substitute partner in this type of parentiÞed 
relationship, for example reacting on an equal footing with the mother, and 
frequently fear subconsciously that while they are at school something 
could happen during their absence from the home or circumstances could 
change over which they would have no control. This can lead to truancy 
in children suffering from school phobia over a period of several weeks 
or several months and in individual cases even over several years if this 
condition is not treated effectively.

Mentally ill children Ð what are the solutions? I have attempted to de-
monstrate through several signiÞcant examples of schoolassociated dis-
turbance patterns that the institution school can become the stage for a 
wide variety of behavioural problems and psychiatric illnesses, particularly 
in a socially precarious era such as today. I Þnd it however completely 
unreasonable to pin down the school as an institution a priori as being 
the responsible party, as the pathology of a child normally only develops 
as a result of the interaction of several harmful factors. It is not right that 
our schools are overhastily identiÞed as the scapegoats when certain pa-
ediatric dis-orders in actual fact stem primarily from biological causes, 
deÞcits in the family and undesirable developments in our society. One-
sided accusations would only serve as further discouragement for many 
committed teachers and ultimately lead to a shortage of young, qualiÞed 
teaching staff. 

If it is observed that individual children and adolescents or particular 
groups of children are displaying behavioural disorders or symptoms of 
psychological ailments within a school environment, the relevant school 
and teachers must become attentive and observant and be able to recog-
nise any causes which could be connected with school. If appropriate, 
intervention must naturally occur at the earliest possible stage. This requi-
res on the part of schools a relevant education and training for teachers, 
a sufÞcient number of sensitive counsellors and school psychologists, 
functioning managerial structures and a wellorganised communication 
process between school and parents. Child and adolescent psychiatrist 
who are aware of the importance of the adequate provision of school ser-
vices as an essential element of treatment within the framework of both 
inpatient and outpatient therapy in hospitals have a vital diagnostic and 
therapeutic task to fulÞl in these individual cases.

The school at the Heckscher Clinic with a long tradition offering 200 
places for inpatient treatment with a current total seven outpatient clinics 
in different locations is one of the largest clinical institutions for child and 
adolescent psychiatry within Germanspeaking countries and is a prime 
example for the successful cooperation between education and medicine. 
Alongside 73 doctors, 42 psychologists, a further 33 therapists working 
in a variety of Þelds and nursing staff and ward educators, a total of 53 
teachers with a wide range of special areas are also involved who teach 
an average annual total of 650 patient pupils in 23 classes. In addition to 
a certain number of outpatients, this means that around two thirds of all 
inpatients (priority is given to longerterm patients) receive schooling in 
small groups. Tuition is planned individually and is highly differentiated to 
aid the successful treatment of these young patients. A particular focus 
of our severalday congress will be on the central importance of a clinic 
school with specialised staff and areas of expertise within the framework 
of a therapy concept for a child and adoles-cent psychiatric clinic. 

In an analysis of the causes of psychological disorders in schoolchildren 
we should ultimately also pinpoint the inherent weaknesses of the educa-
tional system and do our best to eradicate them. In brief, this includes the 
necessity of the early recognition of risk factors and deÞcits during the 
nursery school phase prior to starting school and consistent early support 
in language development, particularly for children from immigrant fami-
lies. At a later phase, each child should be taught in the school form cor-
responding best to his or her developmental and intellectual abilities, and 
should partial weaknesses in speciÞc areas be established, these must be 
remedied during lessons through specialised support and also be conside-

red in school marking systems. Smaller classes, a more ßexible permeabi-
lity between different school forms and sup-plementary opportunities for 
allday schooling would certainly also help to compensate for certain social 
inequalities and injustices as well as functioning as a protective factor for 
the mental health of children and adolescents. 

We would only inßict greater harm on our schoolchildren and school 
teachers if we fell into a state of fundamental pessimism in the face of 
school tristesse and unfulÞlled hopes of reform and would banish a further 
vital element for a good atmosphere in schools: humour! Perhaps we 
should take some inspiration from Wilhelm BUSCH? He is famous throug-
hout Germany for his celebrated stories of the infamous schoolboys Max 
and Moritz who on one occasion caused their pipe of their teacher Lehrer 
LŠmpel to explode with a little help from some gunpowder Ð nowadays 
this prank would be categorised as a bomb attack. As a result, the con-
scientious but hated schoolmaster fell to the ground covered in soot and 
his pipe was broken, but thankfully survived this attack otherwise unhurt. 
Wilhelm Busch preceded this fourth prank played by his two young villains 
with the following verse written in 1865:

Nicht allein am Schreiben, Lesen,
Ÿbt sich ein vernŸnftig Wesen;
nicht allein in Rechnungssachen
soll der Mensch sich MŸhe machen;
sondern auch der Weisheit Lehren
muss man mit VergnŸgen hšren.

Not alone the A, B, C,
Raises man in dignity;
Not alone in reading, writing,
Reason Þnds a work inviting;
Not alone to solve the double
Rule of Three shall man take trouble;
But must hear with pleasure Sages
Teach the wisdom of the ages.

School-oriented psychological problems and their treatment Ð 
how psychiatric is the psychosomatics of children
and adolescents?

Dr. med. Nikolaus von Hofacker
Senior Consultant - Clinic for Child and Adolescent Psychosoma-
tics - Klinikum Harlaching

Abstract:

School oriented psychological problems, particularly school phobias, tru-
ancy and social problems encountered at school, are the most frequent 
reasons for the residential or partially residential treatment of psycho-
somatic disorders in children and adolescents. The root causes of these 
problems originate from a wide spectrum but are frequently accompanied 
by further co-morbid psychiatric disorders observed in children and ado-
lescents. Treatment is complicated and must be based on a closely inter-
linked educational cooperation between the internal clinic school for sick 
children and the educational-therapeutic work undertaken on the ward. 
This paper will focus on the root causes of school-related psychological 
problems, the interface between schools for sick children and the ward 
and the signiÞcance of adequate educational provision for the success of 
curing and reintegration processes in affected children and adolescents.
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Sexual abuse of children and adolescents ÒWithout wordsÓ

Dr. med. Sabine Rohde
Director of Dept. for Psychosomatics, ChildrenÕs Hospital
Munich Schwabing

DeÞnition       
¥  Deliberate sexual acts with, on or in front of children
 Children < 14 years old (according to German legislation)
  EUC of Justice 2003 sexual age of consent from age 14 dependent on 

culture
¥   Disparity of wishes
  Also ÒvoluntaryÓ (simple vs. informed consent) sexual acts between 

children & adults liable to prosecution - ÒincontemporaneityÒ
¥   Liable to prosecution according to ¤ 176 StGB [German Penal Code]
 Imprisonment of between 6 months and 10 years (5 years or Þnes)

Figures  
¥    German Police Crime Statistics
  In 2007, 12,772 cases of sexual abuse of children reported, 106 of these 

were serious cases
¥   Estimates up to the age of 18 1X or over a period of several years
  one in three or four girls and one in seven or ten boys victims of sexual 

abuse
¥   Study published by ÒThe LancetÓ in London 
 In industrial nations, one child in ten victim of abuse 
¥   30 Ð 40 suicide attempts by children and 150 child suicides annually
¥   www: globally > than 500 billion euros (D > 1 billion) generated
 through child pornographic videos and prints of children every year
 Abuse of children following instruction in front of cameras

Types        
¥   Without physical contact, e.g. watching porno Þlms.
¥   With physical contact, e.g. mutual touching.
¥   Non-penetrative, e.g. mutual touching of sexual organs.
¥   With penetrative contact.
¥   With sexual deviation e.g. sadism.
¥   Ritualised abuse

Typical locations
¥   School
¥   Kindergarten
¥   Sports clubs
¥   Within the family

Offender typology
¥   In the majority of cases a man 85 Ð 90%
¥   Large number of undetected crimes by women
 boys increasingly report incidents
¥   All social levels and all ages
 e.g. mutual touching of sexual organs.
¥   Offenders mostly from social environment of children
  (stepfather, friend, mother, uncle, grandfather, father, neighbour, teacher 

or kindergarten teacher)
¥   90% substitute object culprits; 2 Ð 10% paedophiles, Þxated types;
 individual sadistic types (suppression)
¥   Victim-to-victimiser cycle over several generations

Warning signals
¥   Sudden changes in behaviour
¥   Sudden fear of adults or bathrooms 
¥   Lack of contacts & friendships
¥   Observable state of anxiety 
¥   Sudden development of problems at school/concentration difÞculties
¥   Sleep problems
 (nightmares, daydreams, slipping into fantasy world)
¥   Bedwetting
¥   Speechlessness
¥   Stomach ache, etc.
¥   Unwillingness to undress
¥   Inappropriate sexual games for age-group /sexualised behaviour

¥   Typical drawings by small children 
 Cage with dead birds lying in their own blood

Signs within pre-school age group
¥   Effects dependent on accompanying circumstances and other develop-

mental risk factors (neglect, physical abuse)
¥   Uninhibited, libidinous behaviour in small children
 unusual active interest in their own genitals and those of others 
¥   Social und intimate lack of distance towards strange persons 
¥   Inappropriate sexual activity for age-group with peers
¥   Excessive masturbation
¥   Playful imitation & reproduction of the act
¥   Exhibitionism and sexually provocative manner higher risk of becoming 

repeat victim

Additional signs from school-age children    
¥   Resistance & anxiety in sexual development
¥   Functional sexual disorders
¥   Promiscuity
¥   Sexually aggressive behaviour towards other children
¥   Neglect of personal hygiene
¥   Disturbed role of gender identity 
¥   Pronounced fear of being homosexual 

Additional signs in teenagers      
¥   Sexualised behaviour, sometimes going as far as prostitution
¥   Loud music
¥   Obesity
¥   Self-harm
¥   Perverse anxiety
¥   OH & drug dependency
¥   Dissociative phenomena
¥   Additional signs in teenagers

Frequent resulting disorders      
¥   Post-traumatic stress disorders
¥   Dissociative identity disorders 
¥   Eating disorders
¥   Borderline personality disorders
¥   Partial forgetting - amnesia

Therapy        
Treatment can only be begun when a child is no longer in danger of being 
abused.
¥   Obligatory: culprit and victim must be separated.
¥   Culprit is forbidden to contact child.
¥   Psychotherapy: trauma therapy & intensive psychotherapy
 also with the involvement of an attachment Þgure 
¥   Dissociative identity disorders
¥   Eating disorders
¥   Borderline personality disorders
¥   Partial forgetting - amnesia

Procedure in suspected cases     
¥   If teacher discovers bruises during swimming lessons.
¥   What should be done?  Say nothing in case the accusation is unjustiÞed 

or formulate suspicion with the risk that it is unfounded? 
¥   Survey involving 2000 boys: one in four indicated that he had already 

been addressed within a sexual context.
¥   On no account immediately confront child with suspicion.
¥   The Þrst step should be consultation with school administration and ap-

propriate specialists:
  doctors, lawyers, organisations such as Wildwasser or Wei§er Ring, ad-

visory services for girls, youth welfare services, in Munich: Haunersches 
ChildrenÕs Hospital.

¥   The burden of proof lies with the victims; police are essential to establish 
proof of criminal action and high quality of identifying traces of criminal 
act and situation.

Procedure in cases of suspected abuse for teachers & parents I   
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¥   Treat the statements of your child seriously (7 attempts).
¥   Never believe that children could enjoy sexual abuse.
¥   Assure the child that it should not harbour feelings of guilt & that no-one 

should behave in this manner with him/her. No accusations.
¥   Communicate to the child that he/she can talk about these experiences, 

but do not force them to do so. (Ògood and bad touchingÓ)
¥   Decide on initial protective steps: picking child up from school, change 

to different sports club.
¥   Protection = education: speak openly with children.
¥   Encourage children to trust their own perceptions.

Procedure in cases of suspected abuse for teachers & parents II   
¥   Saying ÒnoÓ is possible. Protect child from border violations (kissing by 

relatives)
¥   In suspected cases Ð seek help from local counselling services.
¥   Do not undertake over-hasty action, e.g. bringing of charges.
¥   Answers & addresses of counselling services:
 ãwww.hinsehen-handeln-helfen.deÒ
¥   A child feels protected if it is believed.
¥   If it receives help in dealing with the experiences, it is given the chance 

of processing these experiences.
¥   Make clear statements to the child: you were very brave Ð the culprit has 

made a big mistake.

Prevention at school      
¥   Set up a contact point for victims.
¥   Provide concrete contact partner for children involved.
¥   Provide permanently available contact partner for victims of abuse both 

at school and within the family.
¥   Persons in a position of trust Ð specially trained teachers, school psy-

chologists; therapists should provide preventative and explanatory ad-
vice and help. www.lehrerakademie.de

  Pursue each individual suspected case (also those in the past) with the 
aid of an independent council.

Prevention topics at school
¥   Always inform of any cases.
¥   Utilise safety rule of trust.
¥   Say no, run away and tell.
¥   Trust my feelings.
¥   Speak to adults about my problems and fears.
¥   Practise emergency situations (loud screaming)
¥   Games and exercises (ÒSafety islands on the way to schoolÓ, ÒStory-

telling gameÓ ÒLetting off steamÓ, ÒI shout NO out loudÓ and ÒQuiet and 
noisy NOsÓ ,...)

 www.lehrerakademie.de

Case study 1: abuse      
¥   Case record:
  Two sisters (7 and 10), mutism (ICD-10 F94.0), motivation for treatment 

starting school/changing school
¥   Therapy setting in the child and adolescent psychiatric clinic
  Jana (6.) day-clinic, Tina (9 J.) inpatient in paediatric ward, Family thera-

py, Home visits by therapist
¥   Results and measures
  Taken into care, alerting of youth welfare services, notiÞcation to police 

authorities

Case study 2: abuse/maltreatment
  ¥ Case record:
 5-year-old girl, swollen black eye, striped haematoma
¥   Therapy setting in the paediatric clinic:
 admitted as inpatient, formation of team and allocation of tasks
 (diagnostic documentation)
¥   Examination results and measures
  Taken into care, notiÞcation to police authorities and helper conference 

with welfare services.
¥   Further procedures and suitable measures 
 Family helper, play therapy, new custody provisions

Website: www.hinsehen-handeln-helfen.de     

Johann-Wolfgang von Goethe      
There are two things children should receive from their parents:
roots and wings

Contact       
Psychosomatic emphasis
Poliklinik and Kinderklinik Schwabing
der Technischen UniversitŠt MŸnchen
Kšlner Platz 1
D-80804 MŸnchen

Director: Dr. med. Sabine Rohde
Tel: 089 / 3068-3413 (answering machine)
E-mail: sabine.rohde@lrz.tu-muenchen.de

Child protection       
¥   Deutscher Kinderschutzbund (DKSB) [German Children Protection Alli-

ance] federal association Bavaria:
 www.childrenschutzbund-bayern.de
  ÒHilfe statt StrafeÓ [ÒHelp not PunishmentÓ], favorises family-oriented 

approaches: all family members should receive help-based offer of the-
rapy. ÒStrong parents Ð strong childrenÓ.

¥   Bundesarbeitsgemeinschaft der Kinderschutzzentren (BAG) [National 
Working Association of Child Protection Centres]:

 www.childrenschutz-zentren.org
  Violent excesses of parents against their children a sign of excessive 

strain: core services include family counselling and therapy, individual, 
pair and group therapy, child therapy, childrenÕs residential group fol-
lowing mandatory agreement on the part of parents. 

¥   Bayerisches Landesjugendamt (BLJA) [Bavarian Federal Youth Welfare 
Services]: www.blja.bayern.de:

 Child-centred approach in plans for help based on KJHG & SGB VIII

Child protection       
¥   Arbeitsgemeinschaft Deutscher Frauen- und KinderschutzhŠuser [Asso-

ciation of German Shelters for Women and Children]:
  Emergency centres, shelter for women, self-help group ÒWildwasserÓ, no 

cooperation with the perpetrator
¥   Bundesarbeitsgemeinschaft Children- und Jugendschutz e.V. [national 

working association for the protection of children and adolescents]
¥   Bundesverein zur PrŠvention von sexuellem Missbrauch an Jungen & 

MŠdchen e.V. [national association for the prevention of sexual abuse of 
boys and girls]

¥   Bavarian Police Force: police representative for women and children

Hospital Teachers and their Pupils Ð Involvement and
Entanglement in the Network of Education and Medicine

Dr. Martina Hoanzl
Department of Specal Education at the PH Ludwigsburg University of 
Education - University TŸbingen

0. Preface

Hospital stays can save lives Ð not just in medical terms, but in the scho-
lastic sense. Hospital schools are those places where developmental and 
learning miracles can happen. For many pupils, a stay in hospital Ð and 
schooling at the hospital school Ð is Þrst of all the start of a reconciliation 
with their own aggrieving, often disease-causing and meanwhile broken 
school lives. For others, the hospital school is the place where they can 
continue to be successful despite various illnesses. In most cases, though, 
the hospital school is a place of meaningful, scholastic experiences (cf. 
HŸther 2009), contrary to the unease in a highly selective shool system, in 
which self-esteem Ð of the teachers as well as the pupils Ð especially suf-
fers when the learning process has not succeeded satisfactorily. There ap-
pear to be two dimensions of central importance on the road to recovery: 
changed relationship experiences which lead to changed learning experi-
ences, and a sense of accomplishment that strengthens self-esteem. Both 
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are of increased importance in the hospital school, as we shall soon see.

Hospital schools have become the driving force for schools in Germany. 
They show us in times when inclusion is intensely discussed, that inclusion 
and individualised learning have long been successful and how networks 
are built up or in the case of doubt, reconstructed.

The title of this conference, ÒThe Sick Child Ð Supported by a Network of 
Education and MedicineÓ, Þrst made me think of disease-causing entang-
lement and then about successful involvement. My focus today is on the 
study of the interplay between mainstream schools and hospital schools, 
and medicine Ð in view of the time constraints Ð does not have the space 
here that it rightly deserves.

1.   Sick pupils, sick teachers, sick schools?  
      A critical look at mainstream schools

Generally speaking, children before attending the hospital school as sick 
children, are Þrst of all pupils at a mainstream school. It is only during the 
illness that their school changes and Ð particularly for those with mental 
illnesses Ð often also their school career (Hoanzl, Baur, Bleher, ThŸmmler 
& KŠppler 2009). But before we get into these changes, I would Þrst like to 
take a look at the mainstream schools and the scholastic wellbeing of the 
teachers and pupils so that we can better understand in a second step, the 
special relationship between hospital teachers and pupils. 

LetÔs start with teachers in the mainstream schools. Joachim Bauer found 
in his representative study on the health of teachers Ð carried out in co-
operation with the Freiburger Oberschulamt in 2004 Ð that an alarmingly 
large proportion of the teachers in grammar schools in Freiburg Ð 35% to 
be exact Ð were suffering burnout. The greatest stress factor was destruc-
tive pupil behaviour Ð next to too big classrooms Ð both tied for Þrst place 
(cf. Bauer 2004, 6).  Bauer explained though, that difÞcult pupil behaviour 
was not a moral problem, Òbut rather the manifestation of a more alarming 
situation related to the pupilsÔ health. According to the ÒJugendgesund-
heitsstudie StuttgartÓ (Youth Health Study Stuttgart) carried out by paedi-
atricians in Stuttgart in coordination with the Stuttgart Health Authority Ð  
51% of the 2000 children examined there suffer persistent psychosomatic 
health problems (cf. Schmidt-Lachenmann et al 2000, according to Bauer 
2004, 7).Ó Bauer didnÔt stop there, however, with the evaluation of the situ-
ation, but came to the conclusion that it is not new ÒstandardsÓ that would 
improve the situation in the schools, rather Òa change of attitudesÓ was 
necessary Ð from the professional relationship with challenging children 
to relationships among staff. That is along the lines of Albert Schweitzer, 
who once said: ÒThe worldÔs salvation lies not in new measures, but in a 
changed attitude (quoted by HŸther 2006, 2).Ó

If one tries to follow the tracks and examines, not the schoolchildrenÔs 
state of health directly, but rather enquires as to how many teachers are 
aware of their pupilsÔ sicknesses, one comes to the following conclusion: 
in a teacher survey at some 200 schools in Baden-WŸrttemberg, Astrid 
Kimmig, together with the group ÒPŠdagogik bei KrankheitÓ, ascertained 
that 15-20% of all pupils Ð according to their teacher Ð were chronically ill 
(cf. Kimmig undated). 

This Þnding, speciÞc to one German state, was extended to a large-scale 
study conducted nationwide. The Robert Koch Institut Ð supported by 
the German Federal Ministry of Health and the German Federal Minis-
try of Education and Research Ð examined from May 2003 to May 2006 
within the framework of the study ÒKinder- und Jugendgesundheitssurvey 
(KiGGS)Ó some 18,000 children and adolescents nationwide between the 
ages of 0 and 17 as well as their parents. The results here, too, cause one 
to sit up and take notice. The KiGGS  [area examined: ÒRecognise Ð Assess 
Ð Act: On the Health of Children and Adolescents in GermanyÓ] proves 
namely that Òthe physical and mental wellbeing as well as the generally 
perceived health-related quality of life in youth Ð particularly girls Ð is wa-
ning. Lower social status, a background of migration as well as physical 
illness and mental stress are associated with subjective poor healthÓ (Ro-
bert Koch Institut 2008, 11). 

If we stop for a moment and take stock so far, we see that the health of the 

teachers as well as the pupils in mainstream schools is under enormous 
strain. With increasing age, and with low social status, the number of ill-
nesses Ð particularly mental illnesses Ð rises further. 

The important thing here is to not disregard the complexity of this phe-
nomenon. ÒMany health problems cannot be attributed to a single factor 
or a single independent variable, but arise from a network of causalities 
that are not immediately clear.Ó (Robert Koch Institut 2008, 10). Therefore 
the KiGGS examined six different dimensions: physical wellbeing, mental 
wellbeing, self-esteem, wellbeing in the family, wellbeing with regard to 
friends and other children of the same age, as well as scholastic wellbeing 
(cf. Robert Koch Institut 2008, 12). In my lecture today, I would like to look 
more closely at scholastic wellbeing coupled with self-esteem as these 
two dimensions are the most closely related.
As far as scholastic wellbeing is concerned, there have been a series of 
studies undertaken that all had similar results.
ÒThere is a speciÞc effect that is largely independent of other factors (i.e. 
type of school, cultural afÞnity, gender):  studies repeatedly report that 
wellbeing decreases over the course of the school years. That can be seen 
in a decrease in general satisfaction with school (Eder 1995c), in a diminu-
tion of wellbeing (Fend 1997) and learning enthusiasm (Jerusalem & Mittag 
1999), and was already noticeable during the primary school years (Helm-
ke 1993). Children who had been going to school longer, said less fre-
quently that they enjoyed going to school (Werres 1996b). It was also ob-
served that not only positive feelings, but also positive statements about 
school decreased over the course of the school years (Czerwenka, Nšlle, 
Pause, Schlotthaus, Schmidt & Tessloff 1990). (...) What is not known is 
what causes this diminution of wellbeing (...)Ó (Hascher 2004, 155). 
Besides the empirical studies of the make-up of scholastic causes (cf. Wal-
ke 2007, cf. Gerber 2007), some structural observations can be made to 
help shed light on this effect. Right at the beginning of their school years, 
children feel good at school. They have one teacher in primary school Ð 
normally a female; especially lucky are those primary schoolchildren who 
have a team of a male and a female teacher. There is a stable (!), me-
aningful reference and not, as in the secondary schools with the subject 
teacher principle and the constantly changing benchmarks. The chance, 
as Reinhard Kahl says, that in the early school years Òchildren, not sub-
jects, are taughtÓ, is favoured by the classroom teacher principle, though 
not guaranteed. The stable relationship with the teacher could therefore 
be a signiÞcant factor for wellbeing at school.
Another structural factor comes into play with the advancing school years, 
that which unveils its full force already at the end of the 4th year in the 
German and Austrian school system: selection. Whoever is allowed into 
grammar school is Ð from the point of view of the parents and of society Ð 
among the winners. The lower schools Ð whether they are called seconda-
ry modern schools, middle schools or technical colleges or are one of the 
special schools  Ð accept those pupils who havenÔt made it into grammar 
school. Linked to that are not only the serious decisions to be made about 
further schooling, but also the personal offense and shame. Kurt Singer 
clearly explains in his book ÒKrŠnkung und KrankseinÓ that injured self-
esteem can lead to diverse illnesses (cf. Singer 1997). 
Complementing the interaction between offense and illness are state-
ments about the quality of teaching. It is not just the setting the course of 
the system itself, but the way the system works that determines the health 
of teachers and pupils alike. 
ÒAlthough shame and selection are still key problems in school Ð add to that 
the problem of pure boredom. (...) In the 5th, 7th, and 9th years, two-thirds 
of the children and adolescents found the teaching boring (Bilz/HŠhne/
Melzer 2003, 252 quoted by Bosenius & HellbrŸgge 2008, 61).Ó 
Based on these Þndings, Bosenius and HellbrŸgge discuss the need of 
these schoolchildren, whose mobile phone recordings of boring classes 
are being increasingly posted on the Internet, thereby publicly naming and 
shaming the teachers at the same time. ÒThat is how children and adole-
scents are reacting to their feeling that their life is being stolen from them 
(cf. Bosenius & HellbrŸgge 2008, 61).Ó This is often expressed in a decline 
in performance that leads to the pupil being held back in the school sys-
tem (cf. Beekmann-Knšrr). The massive augmentation in school phobia 
is also documented (cf. …lsner 2005, 1). Last but not least, the number 
of children who refuse to attend school and leave school without their 
school-leaving qualiÞcation has increased alarmingly (cf. Meschkuta et al 
2002, cf. Oehme 2007).
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The key thing is that the loss of scholastic wellbeing does not come about 
just from the personal problems of individual pupils or individual teachers, 
but can be due to school-internal or school-structural reasons. Even when 
a grammar school teacher sees his relationship to his pupils as signiÞcant 
and his professional work as the basis for successful learning, he still has 
to Þght with the fact that he acts as a Òrepresentative of a subjectÓ across 
many classes and levels, teaching in turn several hundred pupils during 
one school year. Even if the teacher and pupils do not wish to respond to 
each other in an aggrieving, disease-causing manner (cf. spirals of boring 
teaching and potential cyber-mobbing), the early selection of the pupils 
speaks an entirely different language. How can the key safety factor for 
the promotion of good health Ð namely Òself-esteemÓ Ð be strengthened, 
when it is this system of schooling by selection that is so damaging to 
self-esteem? FŸrstenau describes this dilemma precisely in his article ÒZur 
Psychoanalyse der Schule als InstitutionÓ (1964): ÒThe role of the teacher 
is not just facing the pupils, but also the head, (...) with the state school 
administration at his back (ibid. 270).Ò 
Thank goodness there are also schools that have developed an awareness 
of this problem and are in quest of the strengthening side of the school 
system. The German School Award (http://schulpreis.bosch-stiftung.de) 
nominates and awards time and again successful schools, that Ð to go 
back to Reinhard Kahl Ð donÔt just teach, but raise the children. The Ar-
chiv der Zukunft (www.archiv-der-zukunft.de) is also doing pioneer work 
in this area and links up successful schools with each other. The task of all 
schools to become sensitised to sick children and their problems, howe-
ver, remains as a mandate (cf. Ertle 2008).
A Þrst glance at the network of teaching and medicine sharpens the view 
of oneÔs own entanglements in the system. It is clear that teachers and 
pupils frequently come together in mainstream schools in an aggrieving, 
disease-causing manner through institutional or structural factors.

2.  Childen fall through the scholastic net: school and self-esteem
While the concept of self is based on oneÔs perception and knowledge of 
oneself, self-esteem is expanded in a very signiÞcant dimension Ð namely 
that of the evaluation of oneself. Self-conÞdence and self-respect are of-
ten used as synonyms for the term self-esteem. It is all about how valuable 
a person feels about himself. Sense of accomplishment Ð the feeling that 
ÒI can do something!Ó Ð are very closely tied to self-esteem and are also 
decidely inßuenced by the school. Schools have very powerful tools at 
hand when it comes to evaluating children: the giving of marks. This is 
at the core of everyday practice and always falls back on the question Ð 
are you a suitable pupil for this school? Here is where the ÒbackÓ of the 
teacher becomes noticeable as FŸrstenau problematised it. If the teacher 
deems it appropriate or recognises the problems outlined, he becomes 
the enforcer of a system, regardless of what the pupil actually needs to 
develop. The external evaluation by the teacher can have severe repercus-
sions in that it is often accepted without question as the basis for oneÔs 
own self-esteem. If schools wish to strengthen the self-esteem of young 
people Ð also in terms of promoting good health, they will have to questi-
on and critically examine their legitimised practices. In Scandinavia, oneÔs 
own self-evaluation has long been central to the learning and developing 
process that begins already at the pre-school stage. External evaluation 
serves only as a counterbalance and is always developed and compared in 
a personal discussion.
The self-esteem of sick and injured children is now doubly endangered! 
By scholastic practice on the one hand, and on the other hand by the limi-
tations that arise from mental or physical illness or accidents. Each being 
has its own problems. A child who has lost both legs following an accident 
and can no longer walk, has not just lost one Òbody functionÓ, but is strugg-
ling with his identity and his self-esteem. An anorexic girl, who has good 
notes and is another pound ÒslimmerÓ, at Þrst will not understand why she 
now has to have psychiatric treatment. Being a ÒKlapsenkindÓ (a mentally-
disturbed child), doesnÔt go hand-in-hand with ambition and poses a hard 
test to self-esteem. 
ÒChildren whose limitations are not recognised, have it hardest [said Ertle 
Ð authorÔs note]. Those who come to school with no hair after chemothe-
rapy quickly Þnd understanding. It is more difÞcult for a young boy, whose 
joints are stiff in the morning due to rheumatic disease. He often ends up 
arriving too late at school and canÔt shake the image his teacher has of 
him being a lazy bones Ð despite numerous explanations by his parents 
(WŸsthof 2006, 4).Ó

Even if statutory disadvantage compensation helps to compensate for the 
often severe limitations to which sick and injured children are subjected, 
pupils suffering from disease do worse at school (cf. Ibid.). Many teachers 
in mainstream schools still ignore the disease and ensuing problems of 
their pupils, either out of ignorance or excessive demands. What is crucial 
is that sick and injured children need teachers who are genuinely interes-
ted in them; and teachers need professional support if they recognise the 
difÞcult conditions of development of their charges and wish to compensa-
te for them. Both are literally essential if strengthening of self-esteem is to 
be recognised as a key educational task.   

3.  Networks can also support: schools and performance satisfaction
Children who are thus entangled or perhaps have even slipped through 
the net of the school system end up being treated in hospitals or psychia-
tric clinics only to then encounter hospital schools and their teachers. In 
view of the previously described burdening entanglement in the network 
of  mainstream schools comes now the question if it is even reasonable for 
these schoolchildren to attend school at all.
ItÔs time to highlight not only scholastic restrictions, but scholastic op-
portunities as well. ÒSchools can also be the way back to good health, 
especially when they strengthen those qualities that keep one healthy: a 
supportive teacher-pupil relationship, self-conÞdence and courage, when 
the individuality of the children is considered, when the teaching allows 
for independent activities, when pupils experience joy in their work, when 
their self-esteem is strengthened. Teaching promotes being healthy in that 
it enables experiencing performance satisfaction (Singer 2000 b, 1).Ó 
This ties up with something Albert Einstein once said: ÒLearning is experi-
ence. Everything else is just information.Ó If we wish to share the experi-
ence with sick children, that networks can also be supportive, how should 
this network be linked up and further expanded?

4. Starting point: the teacher-pupil relationship in the hospital school
The learning process is a relationship process. This realisation has since 
been explored in very differing ways (cf. SchŠfer 2003, Greenspan & 
Benderly 2001, MŸller 2007) and is gaining importance in working with 
children. Emotions are central to the learning process. They are the true 
architects of the mind (cf. Greenspan & Benderly 2001). Emotions drive 
our thoughts and decisions. Gerhard Roth (2010, 8) says it quite pointedly: 
ÒDecisions may be made without reason, but not without emotion.Ó When 
a child faces a decision, if in view of his life history and current situation 
marked by illness he will (once again) be open to learning, then it is only 
possible if the teacher sees him as a person and has genuine interest in 
the child. The teacherÔs attitude is critical if the sick or injured child is to 
accept him Ð and thus the learning process Ð or not. 
Eleanor J. Gibson und Richard Walk set up an experiment in the USA in 
1960 Ð the visual cliff Ð with which they tested the depth perception of 
animals and young children (cf. Gibson and Walk 1960). Under a non-glare 
Plexiglas table, they constructed a (visually) deep cliff, that was optically 
enhanced by a red-and-white chessboard pattern. Gibson observed the 
behaviour of her subjects as they approached the cliff. ÒStoppingÓ at the 
visual cliff was proof that it had been perceived and recognised. 
An extremely important discovery was and is, that people who were 
standing at the other end of the sheet of Plexiglas had an undreamed of 
inßuence on the proceedings of the young children (between 9 and 12 
months). If the adult looked at the cliff apprehensively, the baby imme-
diately stopped its explorations. However, when the person to whom the 
child was closest smiled at the young child, encouraged him by mimicking 
or gesturing, he would begin to crawl again, despite the perceived cliff. 
Something incomprehensible had happened. The young child trusted the 
reaction of the person opposite more than he trusted his own percepti-
on. This phenomenon was revealed in the mid-80s as Òsocial referencingÓ 
(Klinnert,  Campos, Sorce, Emde, & Svejda 1983) and was intensively re-
searched at the University of California, Berkeley.  [Film]
Current research in the Þeld of neurobiology further deepens this insight. 
It proves that attitudes and behaviour are also ÒlegibleÓ on the so-called 
mirror neurons. In his book ÒWarum ich fŸhle, was du fŸhlstÓ, Joachim Bau-
er (2009) explored intuitive communication, which goes far beyond non-
verbal communication. It is about resonance phenomena. Teachers are a 
reßection of their pupils. The way I look at the pupils as a teacher is the 
way the pupils will learn to see themselves. The power of the look, the 
words said and unsaid are what build the foundation for the relationship 
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between the teacher and pupils and determines to a great extent, whether 
learning is possible or not. Gerald HŸther spoke in this context about a Òlear-
ning environmentÓ (cf. 2009). ÒAll scholastic teaching and learning is em-
bedded in an interactive, dialogic pattern of interaction  (Bauer 2007, 14).Ó 

This pattern of interaction determines to a large extent if the pupil is able to 
develop his full potential or not. The environment in which the teacher and 
pupils come together, can be beneÞcial or restrict development. Royston 
Maldoom, who gained fame in the German-speaking region through his 
work on a big theatrical project at the Berlin State Opera  involving disad-
vantaged and traumatised children, strongly stresses this point: 
ÒYou must have an unshakeable belief in the great potential of each human 
being. If you go into a classroom not having this belief, it wonÔt work, you 
wonÔt get through. If you doubt the uniqueness of the person you are wor-
king with, he can feel that and you restrict him. If a child is not allowed to 
exploit his full potential, that is my mistake, not the childÔs. (Maldoom 2006, 
57).Ò The project was documented in the well-known Þlm ÒRhythm is itÓ.
Hospital teachers who knowingly or unknowlingly approach their pupils 
in this manner, can often, despite the illness and related crises, provoke 
learning processes that give the children the feeling ÒI can do it!Ó

5. Individual strands combine to make a strong rope in the end:
5a) Sense of accomplishment  Ð connecting internal issues and factual 
issues 
Kurt Singer talks about Òperformance satisfactionÓ, the psychologist Mi-
haly Csikszentmihalyi  coined the term ÒßowÓ, which means complete-
ly wrapped up in an activity. Psychoanalysis speaks of Òdesiring action 
FunktionslustÓ and pedagogy of Òsense of accomplishmentÓ. There is a 
common language behind all these various terms, namely the language of 
experience that says, ÒI can do it!Ó The thing here is the experience, the 
emotions. For children to be able to accept challenges, they need faith in 
their own ability. This faith in their own ability grows the moment a chal-
lenge succeeds. This sets a spiral of experiences in motion that makes 
children stronger. The key thing is that the child is neither overwhelmed 
nor underwhelmed. 
While keeping in step is still the rule in mainstream schools, and anyone 
who is either too fast or too slow is sorted out, in hospital schools a com-
pletely different approach is taken due to sickness and existential threat. 
When it comes to teaching the sick, it is not just about approaching the 
child, but rather letting the child show the way (cf. Pfeiffer 2010, 162). 
In this sense the teacher becomes the learning companion. But what great 
things can be expected of children, when they are lying exhausted in bed 
following chemotherapy, or when an anorexic girl deÞantly enters the cli-
nic classroom after being force-fed?
What is noticeable Þrst of all is that sick children want to learn. This is, of 
course, dependent on their constitution and their particular situation.  A 
sensitive approach to the child and his learning needs often brings some 
astounding things to light. In only a few exceptional cases does the threat 
to oneÔs life appear so big that a child resigns. That deserves respect. A 
sick childÔs resignation though, is more a seismograph of the overwhel-
ming problems of life than of a general will to learn. 
In this connection, Francois Dolto coined the term Òprogressive deve-
lopment urgeÓ. Each child has an urge to become greater and to grow. 
Development is always ÒforwardsÓ and geared to the future. Learning or 
learning progress is the basis of all development and is inseparably linked 
to school. Concretely, Òthoughts of the future, of the time after sickness 
are always associated with learningÓ (Volk-Moser 1997, 75). When hospital 
teachers and pupils once again Þnd access to this often buried source, 
learning succeeds in an impressive way. From Òbig troublemakersÓ and 
ÒtruantsÓ, they suddenly become Òmodel pupilsÓ at the hospital school. 
The key to that lies in the childÔs independent choice of tasks. The fol-
lowing is an example to explain this.
A student, Ms Loebell, who completed practical training as a teacher at a 
child and adolescent psychiatry, wrote in her report about two children, 
Elke and Simon. The girl and the boy had had a similar scholastic back-
ground. Both were 12 years old, both former secondary modern school 
pupils in their 6th year. Usually after Ògoing postalÓ came total refusal. 
Elke as well as Simon ended up in the clinic because of their massive prob-
lems at school. Despite these parallels in their scholastic background, the 
two pupils were completey different. ÒElke is very tall. She towers not just 
over me, but over all the other patients by many centimeters. Her weight 

also exceeds that of other children her age (Loebell 2010, 9).Ó Powerful 
in her physical appearance, and gauche in her social contacts, is how Ms 
Loebell described her Þrst impression of Elke. Simon, based purely on ap-
pearance, is the complete opposite. ÒOn SimonÔs feet were black skater 
boots. His feet looked huge compared to his legs hanging out below his 
white trousers. He usually wears a red sweatshirt jacket with a zip. This 
also looks too big, in view of the boyÔs small frame. (...) He shufßes along, 
hands stuffed into the pockets of his jacket, shoulders hunched over (Loe-
bell 2010,6).Ó When Simon takes his hands out of his pockets, his sleeves 
fall well below his Þngertips, the student further reported. When he is just 
standing there, he looks like a clown. Ms Loebell decided for a common 
subject in the category ÒMan Nature CultureÓ: ÒSea CreaturesÓ. Each pupil 
was allowed to choose a sea creature and report on it. Elke chose the 
giant of the sea Ð the blue whale Ð and Simon Þnally decided upon the 
clownÞsh, that belongs to the group of anemoneÞsh and has a distingu-
ishing characteristic. All clownÞsh are born as males. Only the biggest and 
strongest of clownÞsh in the shoal metamorphoses into a female.
Is it a coincidence that Elke, with her powerful appearance, decided upon 
a sea mammal Ð the blue whale, and that slight, scrawny Simon in his 
shoes that were too big for him, opted for the clownÞsh? The connection 
between the two in the clinic class, was that both, each on their own, 
researched their subject area of marine biology with unbelievable inten-
sity, making models and concentrating on preparing presentations on the 
subject. Could it be that in school possible internal issues are worked out, 
that could be investigated more thoroughly in a therapeutical setting (cf. 
Hoanzl 2000, Hoanzl 2005)? What contribution can observations of the 
situation at school make for a differential diagnosis?
The one thing that is sure: children can be raised by schools by means of 
their lessons! That leads to a lust for life and potential for development 
and recovery.

5b) PathÞnders and trackers Ð individualised, common paths
Hospital schools seem to go by the motto: ÒItÔs not the system that shows 
us the way, but the pupils!Ó This idea is not new Ð it is also rooted in the pro-
gressive education movement  Ð but in the face of the existential threat to 
diseased and injured children no more delay can be tolerated with this idea! 
The previous example from Ms Loebell clearly shows that learning blo-
ckages can disappear  when children are not just recipients of tasks, but 
can also actively choose their subjects on their own within the realms of 
the possible and can work on them indepdently. Teachers accompany their 
pupils along individualised paths. On these paths, the experience of being 
able to do things often comes of its own accord. The hospital teacher moti-
vates her children; she makes suggestions and observes how the children 
react. The hospital teacher wants something from her pupils; she challen-
ges them,  but makes neither overwhelming demands nor demands too 
little from them. 
For example, pupils with cancer always decide themselves if and when 
they wish to sit an exam. No child can be pressured to perform, but a child 
can be enticed to performance satisfaction. The winner of the German 
School 2010 Award is the hospital school in Oberjoch Ð the Geschwister-
Scholl-Schule. This school, which normally has its charges for only eight 
weeks, was awarded the prize because it became a Òa learning innÓ and 
Òmade its pupils bloomÓ. Hospital pupils were received and greeted with 
genuine interest. That is why the Sophie Sholl teachers were surprised 
Òtime and again at how little their colleagues in the mainstream schools 
know their pupils although they have been teaching them often for ye-
ars. Some of the sections on the questionnaire sent by the school are 
left blank. It is rare that there is any information given about hearing abi-
lity and possible impairment. Instead there is the comment: ÒWho do you 
think I am? A doctor?Ó Yet, it is with such small things that begins the 
much-touted âindividualisation of learningÔ: Pupils accept, get to know the 
things that interest them (Kahl 2010, 1).Ó
 
5c) Flexibility and meaningfulness: learning in the context of uncertain 
change 
It is impossible to have a solution and handling strategy applicable to all 
children in a hospital school. Individual problem areas are all dependent 
on the life, cultural afÞnity, past learning and school experiences and the 
prevailing sickness history  of each individual pupil. 
A young boy in the psychiatric day-unit, who doesnÔt even know the name 
of his father, has three half-sisters each from a different father, and is han-
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ded over to his aunt by his mother  because he is simply too much for her 
to handle as a single parent, comes with a different set of problems than 
the young girl with cancer who is being admitted to the hospital for the 
second time because of recurrence, cared for and accompanied by both 
parents. Both children face completely new directions in their young lives. 
The young boy, who had already changed schools three times by the age of 8 
because he snapped time and again and now Þnally Þnds a new home in the 
hospital school, wants anything but to go back to his old school.
The young girl, lying in the hospital bed completely exhausted following x-
number of chemotherapy sessions, has only one wish: no matter how long 
the stay in hospital, she doesnÔt want to lose her friends from her regular 
school, no matter what. She wants to learn despite constant nausea so 
that she can go on, together with her classmates, to the third year. 
In both cases the hospital teacher searched for a path with the children 
that made sense to each one and was individually tailored. 
The one-on-one bedside lessons for the little girl, who kept up close con-
tact with her regular school, the letter to the classroom and the nagging 
pressure not to lose the connection at the end of the school year, posed 
great challenges for the hospital teacher. What is more meaningful for the 
child Ð the realisation that she can not move on with her friends to the 
third year or to hold on to this potentially overwhelming intention, just 
because it is now her most burning desire?  
The young boy in the psychiatric day-unit is getting better and better at 
recognising when he is about to go out of control and with the help of 
the hospital teacher stops it before it starts. And yet he can only tolerate 
the other children in his learning group in small doses and must leave the 
classroom from time to time. What will happen to this young man? How 
can his group skills be improved and which school will he attend when his 
treatment at the clinic is Þnished? 
 Just as children continuously undergo processes of change, the tasks of 
the hospital teacher also change constantly. The hospital teacherÔs ßexibi-
lity is just as important as her dependability. The childÔs life must be rear-
ranged. That calls for small, yet sustainable, professional steps in develop-
ment that at the same time are in unison. Good teachers are always good 
learners, too. And yet they remain Ð to quote FŸrstenau  Ð  representatives 
of an institution, too. In such transitional situations especially, school is 
the contant and Ð as Ertle (cf. 1997) says Ð Òthe bridge to a normal lifeÓ 
and to healthy people.
Thus, teaching in the hospital clinic is far more than just conveying facts 
and private tuition. The hospital lessons are always tracking subjects and 
content that is meaningful to the sick pupil Ð whether on the direct path 
or on a side trail. 

6. Hospital teachers are model networkers
The Òinterdisciplinary interlockingÒ of the hospital teacher is certainly im-
portant, the situation of the teachers is reßected in the stituation of the 
pupils in their charge. A life in the ÒnetÓ is supportive and at the same time 
one that can also be easily entangling. 

LetÔs take a brief look from the distance at who can be found in this net-
work. First of all there is the sick child and his hospital teacher. Yet both 
are further involved in their immediate school environment. For the hospi-
tal teacher it is with the teaching staff and the school administration, for 
the sick child it is with the other pupils in the new learning environment. 
Added to that is the more important family circle of the sick child: the 
parents, siblings, grandparents and whoever else is part of the group. But 
the school for the sick in itself is not enough. It is, as Volk-Moser (cf. 1997) 
so Þttingly describes, Òthe pedagogical place in the clinical Þeld.Ó Doc-
tors, therapists, youth workers and nursing staff are present in different 
ways depending on the pupilÔs stage of illness Ð sometimes in the back-
ground, other times on the scene. Then there are the contacts to the re-
gular school. These are the former classmates of the sick child, his former 
class teachers and the school administration. Education authorities, child 
and youth services, youth welfare ofÞces, courts and family services are 
also represented in many places. Then there is often the search for new 
schools and network partners. Some hospital schools have also taken up 
contact with colleges and univerities and are actively involved in teacher 
training. 

That is also another particular feature of hospital schools. Hospital 
teachers work not only in the existing system, but on the system itself. 

They create new networks if the individual child or situation so demands. 
The project ÒWarteschleifeÓ Ð was impressively demonstrated in a work-
shop conducted by Ms Ramminger, who is here at the conference. ÒHoles 
in the systemÓ were bridged in a constructive manner. Today it is often 
so, that a mentally ill child with a deÞnite need for psychiatric treatment 
cannot always be immediately admitted to the clinic. Waiting times of up 
to six months are not rare. This often leads to a particular dilemma. This 
mentally ill child can no longer remain in his regular school without pro-
fessional accompaniment and the clinic school cannot yet accept him and 
take him in. The aim of this new network link is to not leave a child on his 
own in this situation, alone at the mercy of further destabilisation crises. 

Here the net is pulled tighter before(!) the child can slip through, thereby 
also reßecting the very role model of the clinical teacher. It is not the exis-
ting system that dictates the pace, but the needs of the child which are 
always at the focal point. 

 7. Summary

In his study presented at the start, Joachim Bauer empirically proved that a 
change of attitude is necessary in order to improve the health of teachers 
and pupils. This change happened long ago in hospital schools. Those who 
work in such a complex network, at the same time continually improving 
it, cannot be if they do not professionally reßect and care for the interdis-
ciplinary and diverse relationships. That there are highly engaged hopital 
teachers who are already unceasingly doing that cannot hide the fact that 
such work cannot be maintained without further resources. May this talk 
be not just a theoretically sound acknowledgement of the work of hospital 
schools, but also an appeal to those responsible for educational policy to 
further strengthen successful systems Ð Þnancially, too!

8. Thank You

At this point I would like to thank Mr Ertle who, with his research project on 
âsick childrenÔ some years back, Þrst made us and our department aware 
of this subject. Special thanks go also on behalf of the entire staff of the 
School for the Sick in TŸbingen to Mr Leutner and Ms Dany. The close links 
between practice, theory, research and (tertiary) school development 
open up new paths.  I also would like to thank Ms Loebell in particular for 
her Þne eye and many suggestions.
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School-based prevention of psychological disorders

Prof. Dr. Clemens Hillenbrand
University Oldenburg, Institute for Special and
Rehabilitation Education

Psychological disorders present a great risk for the development of child-
ren and adolescents. At the same time, the institution of school is expe-
rienced by almost all persons within these age-groups and therefore pre-
sents itself as a suitable location for prevention. Through the utilisation of 
evidence-based measures, i.e. those which have been scientiÞcally tested 
for their effectiveness, schools can make a positive contribution Òwithin 
the network of education and medicineÓ (congress motto) to the positive 
development of children with illnesses or those in danger of developing 
psychological disorders.

The current understanding of psychological disorders in children and ado-
lescents

The foundations of current research are based on the Transactional Model of 
Development (Beelmann 2000) which postulates three central dimensions:
¥ biological characteristics, 
¥ social environmental factors and 
¥ psychological factors. 
These dimensions interact with one another and mutually inßuence each 
other. These active factors can have a positive inßuence on development, 
but can also increase the risk of a problematic development process (risk 
factors). Although research Þndings postulate model development proces-
ses (development paths), it is also recognised that each development is in-
dividual. Research into resilience (Werner, 1997; Opp & Fingerle, 2007) has 
also identiÞed protective factors which can lessen the effects of risk fac-
tors (Laucht, Esser& Schmidt, 1999). The correlations can be summarised 
in the following diagram (Scheithauer, Niebank & Petermann, 2000, 67).

��Translation of terms in diagram:
Risk-increasing factors Risk-reducing factors
Child-focused (primary vulnerability) Child-focused
Environmentally-focused (risk factors) Environmentally-focused
Phases of heightened vulnerability Conditions fostering development
Secondary vulnerability Resilience 
Competence
Pressures Resources
Balance sheet: pressures v. resources
¥ overall resilience of child and its family
¥ efforts to overcome pressures
¥ prognosis of child development

Fig. 1: Understanding of development
This explanatory model proves to be particularly useful for explaining de-
velopments at risk and is also helpful for deÞning prevention and interven-
tion measures (Beelmann & Rabe, 2007). Research Þndings on resilience 
have inspired researchers to apply themselves to a new orientation in their 
development of application-oriented assistance methods which are now 
being incorporated in practice through educational aids in both schools 
and extracurricular environments (Greenberg et al., 2003). For this reason, 
scientiÞcally-based prevention programmes utilise the detailed Þndings of 

Fig. 1
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more recent research on the basis of the risk-resilience model for the con-
struction and implementation of speciÞc assistance measures. Currently, 
research is especially focused on the encouragement of social-cognitive 
information processing (Crick & Dodge, 1994; Lemerise & Arsenio, 2000).

Prevention Ð a chance for schools

What role can the school play in this process? In our modern industri-
al societies, the institution school represents a vital social location for 
development. Bio-psycho-social problem constellations are particularly 
precipitated through the strongly normative context of school. Pupils at 
risk frequently encounter in this situation a social institution which ignores 
their problems, partially contributes to the exacerbation of these prob-
lems (lack of monitoring) and as a rule provides no resources or competen-
ces for the solution of these problems (lack of diagnostic competences, no 
effective prevention measures and delegation of problem situations). On 
the other hand, Emmy Werner (1997) refers to the opportunities of school 
and the important role of teaching staff in her list of protective factors on 
the basis of decades of resilience research.
Under what conditions are schools in Germany working? The prevalence 
of observed psychological disorders which according to the most recent 
studies stands at a level of 14.7 % (Hšlling et al., 2007) displays a close 
correlation with the various school types. According to the Þndings of 
Remschmidt and Walter (1990), the highest levels of stress can be found 
in primary school, secondary modern school and in special schools. My 
own current investigation of 514 pupils in year Þve at secondary modern 
schools in Cologne reaches the conclusion that 25 % of female pupils and 
a staggering 51 % of male pupils of these schools can be considered as 
displaying psychological abnormalities as evaluated by the teaching staff 
on the basis of the internationally standardised measuring instrument 
ÒStrengths and DifÞculties QuestionnaireÓ (SDQ; Goodman, 1997) (Hen-
nemann et al., 2010). Prevalence in the various types of special schools is 
also at a high level (Hillenbrand, 2009a), particularly in schools for children 
with learning difÞculties with a focus on emotional and social development 
(Schmid et al., 2007).
In view of this current situation, all school forms must undertake great ef-
forts to utilise effective options for action as intensively as possible, particu-
larly as the further development of the control groups in the various studies 
all displayed a common trait: if no preventative or interventional measures 
were undertaken, the degree of disruption would either remain stable or 
even increase signiÞcantly (Wilson, Lipzey & Derzon, 2003). This means that 
a lack of any action displays the negation of ethical responsibility!
But what measures are really effective? Whereas research on prevention in 
schools leads a somewhat shadowy existence in Germany, investigation into 
the topics ãschool-based prevention/ interventionÓ has become a popular 
Þeld in English-speaking countries. Extensive meta-analyses (DuPaul & 
Eckert, 1997, Wilson, Gottfredson & Najaka, 2001; Wilson, Lipsey & Derzon, 
2003) come to largely unanimous conclusions in their description of pro-
mising school-based measures. Although preventive measures in schools 
generally only achieve moderate scales of effect, they can make a conside-
rable contribution to the promotion of development of pupils and improve 
the general situation in a school. Successful interventions on the part of the 
school Ð particularly in the case of externalising disorders include:
¥ behaviour and classroom management programmes
¥ counselling and/or case management,
¥ cognitive-behavioural programmes and 
¥ academic learning programmes.
These Þndings suggest that children and adolescents with an increased 
risk of emotional and behavioural disorders can beneÞt most from good 
classroom management (Helmke 2009, Hennemann & Hillenbrand, 2010) 
through individually tailored therapeutic measures, cognitive-behavioural 
support programmes and academic learning support.
Quality criteria for effective prevention can be identiÞed on the basis of 
a variety of meta-analyses for the implementation of effective prevention 
measures (Petermann 2003).
¥  Early support: prevention work should already begin at nursery school or 

at the pre-school or primary stage.
¥  Longer periods of support: prevention measures are only really effective 

over a minimum period of 3 months.
¥  Direct encouragement of children: not only parents or educators but 

also the children themselves should be involved in the measures.

¥  Intensive measures: an increase in intensity (greater frequency of mea-
sures and more intensive exercises) leads to greater success.

¥  Active parents: the continuous and committed assistance of parents is 
extremely helpful.

¥  Multi-modal support: special provisions for the various levels of child 
development, i.e. behaviour, emotions and language, leads to greater 
success.

¥  Utilisation of social resources: support facilities available within the so-
cial environment should be identiÞed and used.

In the meantime, several German-language prevention programmes have 
been developed which target the prevention of emotional and behaviou-
ral disorders. All these programmes have up until now been conceived 
as universally preventative, multimodal intervention measures. The fol-
lowing table provides a summary of these scientiÞcally based prevention 
programmes and their essential structural characteristics (Hillenbrand 
2009b, 144f).
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A few comments could aid orientation. The Faustlos programme has been 
widely distributed and is available for nursery school and school reception 
classes. It is relatively cost-intensive and methodically not highly variable. 
Evaluations have up until now only been able to establish effects in anxi-
ous children, whereas no effects have been established for externalised 
problems. Behaviour training for pupils in reception class, social training 
at school and life-skills training are easily obtainable and have proved to 
be effective according to a few smaller-scale evaluations.
The Olweus programme and the Good Behaviour Game/ KlasseKinder-
Spiel differ from the above-mentioned programmes. The Good Behaviour 
Game presents a simple method which is extremely effective for the re-
duction of disruptive situations and long-term protection against problems 
ranging from aggression to drug consumption due to its group-structured 
enhancement of pro-social behaviour patterns during lessons (group con-
tingency procedure) (Kellam et al., 1998; Hillenbrand & PŸtz 2008). These 
effects were established in a number of international studies (Tingstrom et 
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al., 2006). The Olweus-Schulprogramm, also frequently receiving positive 
evaluation, targets changes throughout the entire school and works on 
a variety of levels: with teaching staff, with parents and with victims and 
culprits (Olweus 2002). Both of these measures have been successful in 
multiple evaluations and are considered to be highly effective, particularly 
in the case of externalised disorders.

And intervention?
Externalised disorders frequently dominate public discussion, but only 
very few successfully evaluated approaches exist. Publicly discussed me-
thods such as boot camps, confrontational procedures and juvenile de-
tention display highly problematic effects according to scientiÞc studies. 
Juvenile detention results in a relapse rate of ca. 75 %. Boot camps also 
cannot signiÞcantly reduce this relapse rate and additionally entail a high 
level of Þnancing. In the USA, several cases of youth fatalities have occur-
red at boot camps. Confrontational procedures, in as far as these have 
been evaluated, also do not display more favourable results than any other 
form of intervention (Hillenbrand 2009a).
In view of the risk burden and the theoretical model illustrated (transac-
tional development model), it is easily understood that intervention proce-
dures promising success must take into account the multiple dimensions 
of pressure from a variety of different Þelds. Multisystemic Therapy is an 
internationally well-established and optimally evaluated procedure opera-
ting in the various systems of adolescentsÕ actual lives, also including the 
school environment. Multisystemic Therapy is an elaborate but long-term 
effective process achieving reductions in social costs which has under-
gone a number of successful evaluatations according to scientiÞc criteria 
(Heekerens, 2006). In German-speaking countries however, it has only 
been utilised up until now in child and adolescent psychiatric services in 
Thurgau in Switzerland.
Multi-system therapy was specially developed for juvenile delinquents 
(Vierbuchen, Albers & Hillenbrand, 2010) and follows an extremely clear 
strategy which provides a high intensity of support. It operates within a 
wide variety of compartments of adolescentsÕ lives: alongside work in the 
family, also with friends (peers), with the school and local authorities.
The concrete content of Multisystemic Therapy consists of the intensive 
supervision of the adolescent and his family. A therapist who can have a 
wide range of qualiÞcations undertakes responsibility for between one and 
Þve young persons and their families. This therapy interlinks the different 
aspects of life systems, also involving school and peers and other refe-
rence persons alongside primary activities with the family. The therapist is 
simultaneously integrated in a small working group of therapists involved 
with Multisystemic Therapy which meets weekly for supervision meetings.
A therapeutic session is held daily with the adolescent and the family in 
which the family works towards speciÞc targets each day under the super-
vision of the therapist who interviews participants to identify the problem 
and then searches equally for strengths and resources within the family 
with the aid of diagnostic procedures. The work with the parents is aimed 
at strengthening parental educational competence. Social training is also 
utilised and performed with the adolescent and his family. Here the di-
mension of parental monitoring plays a central role: the therapists provide 
strength and support for the parents to enable them to utilise improved 
and more frequent controls. 
A central characteristic of Multisystemic Therapy is the constant acces-
sibility of support: the responsible therapist or one of his colleagues who 
is also well-informed about the process is available 24 hours a day and 
seven days a week. The therapeutic institution is also located locally to 
guarantee swift help and immediate contact.
This course of therapy lasts four to Þve months: an unbelievably short pe-
riod of intervention. It is however the high intensity of this measure which 
according to well-founded scientiÞc research leads to an extremely high 
degree of effectiveness d = 3.88) which demonstrates the greatest efÞ-
caciousness of all measures for this target group. The procedure entails 
average costs amounting to ca. 5,700 US $ per client (status 1999). Due 
to the effectiveness of this measure which halves the relapse rate to only 
38 % (!) which means that this measure pays itself off after a period of only 
two years (Vierbuchen et al., 2010).
Multisystemic Therapy is now available as a service and is viewed as one 
of the few effective procedures for the target group of highly disturbed de-
linquent adolescents. In German-speaking countries however, this method 
is (still) largely unknown.

Conclusion

Psychological disorders in children and adolescents require effective mea-
sures of prevention and intervention within the cooperative network bet-
ween medicine and education. Here schools have opportunities of which 
they are frequently unaware and therefore do not utilise. QualiÞed training 
for teaching staff is a necessary step, particularly in view of demands for 
inclusion and more communality within the educational system to ensure 
improvements in development and working conditions. This could make 
school for children and adolescents subjected to risks in their develop-
mental environment into a living space full of opportunities.
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Education with sick children as pedagogy in an extreme situation

Wolfgang Oelsner
Headteacher at Johann-Christoph-Winters-Schule
Hospital School of the City of Cologne, GERMANY

Anyone who is ill hopes to recover health. Illness is a temporary situation 
and not a handicap. An illness can be severe and painful, but ultimately 
remains an episode whose limitations are merely exceptions to the rule 
of Ògood healthÓ.

Terms and edicts
I have preceded my paper with these colloquial remarks as they have re-
levance for the work dynamics in a Òschool for sick childrenÓ  . The term 
ÒillnessÓ suggests a short-term period which is however not the reality in 
a school for sick children

Our profession has nothing to do with pupils who are in hospital for an 
average period of under a week, for example following a surgical operation; 
despite varying requirements in the federalism of our education system, all 
federal states quantify the publicly regulated authorisation for attendance 
as a Òprojected hospital stay of a minimum of four weeksÓ. This is rarely 
achieved nowadays, even in the orthopaedic department which was origi-
nally the germ cell for the development of the education of sick children.

Nowadays, our area of operation is conÞned to a few specialised somatic 
wards including oncology, haematology, nephrology (dialysis) and conva-
lescence wards. I will cover the new focal area of adolescent psychiatry 
separately below.

Children and adolescents Òundergoing inpatient treatment at regular in-
tervalsÓ (KMK, 1998) are however also taught. The total number of days in 
hospital are added together to produce an annual Þgure. These children 
are in most cases suffering from conditions such as diabetes, rheumatism, 
allergies, cystic Þbrosis and renal diseases. In recent times, individual 
wards at paediatric clinics Ð also within a day-clinic setting Ð have begun 
to focus on these types of perennial patients with chronic diseases. (cf. 
Michels, 1996 for the statistical increase in this patient group).

This introduces a second term: the chronically ill. These patients do not 
experience the temporary and episodic nature of illness and in fact ex-
perience the exact opposite. Permanently ill patients will have to adapt 
themselves to the long-term irreversible status of their suffering. Should 
their ailment be accompanied by life-shortening features, they are also 
known as terminally ill. Chronic illness but without the threat of a life-
threatening condition is a term located within the intersection of illness 
and a handicap.
Chronic illnesses are disruptions to the concept of life 

Living with a handicap is a great burden for both patients and members 
of their family. Their living conditions are made more difÞcult, but the cir-
cumstances are at least clear. Following initial rebelliousness, denial and 
euphoric actionism, their resistance is gradually worn down. Although the 
handicap does not become any easier, patients and others in their close 
environment begin to accept how to arrange themselves with this handi-
cap and in an ideal case, also reconcile themselves to it.

The situation is different in the case of illness. Here there is no chance of 
everything calming down; nobody has thoughts of arranging, reconciling 
or resigning themselves to their fate: instead there is hope and resistance. 
The illness should disappear as soon as possible and should be no more 
than a disagreeable episode which should be forgotten as quickly as pos-
sible, if possible through a demonstration of the patientÕs former perfor-
mance capacity.

These young patients however are suffering from severe, frequently extre-
mely painful and longer-term illnesses. Chronic illnesses cut deeper into 
the individual concept of life than a scalpel in case of appendicitis, deeper 
than the fractures treated in the orthopaedic ward, after which it is expec-
ted that patients will subsequently be able to walk again.

Patients who qualify for the SfK [school for sick children] are as a rule 
either ill for long periods or suffer from chronic diseases. ÒChronic and 
psychosomatic illnesses chießy dominate in the medical histories of child-
ren and adolescents in industrialised nationsÓ (Schindler-Marlow in the 
Rheinische €rzteblatt, 2007, Vol. 4, p.11). ÒFor this reason, hospital educa-
tors observe a high level of stress and fatigue in ward patients. We should 
however not overlook the fact that this can conceal struggles taking place: 
struggles of resistance.Ó

Social climate
Children with chronic illnesses and their parents are not only rebelling 
against life-shortening prognoses; they are also battling against the thre-
atening loss of social inclusion and participation. Although the pernicious-
ness originates from their illness, affected patients frequently feel their 
personality assaulted by it, not out of invidiousness, but due to a feeling of 
powerlessness. Schooling in hospital takes place against the background 
of these types of intra- and inter-psychological processes. I should like to 
extend this topic by examining the social-psychological context.

The social climate in industrialised countries at the beginning of the new 
millennium expects individuals to be successful and demands that pupils 
receive extra encouragement (cf. Ògeneration barometerÓ 2009, Allens-
bach Institute for Demoscopy). ÒFailure and illness are not part of the 
picture. Within the employment sector, this is for example borne out by 
statistical surveys on the low rate of illness . Illness jeopardises social 
participation. In the world of education, the boom in the establishment of 
private schools  and private tuition centres documents the aspiration for 
the best possible school qualiÞcations. Failure to gain these qualiÞcations 
can be compared with a social death sentence. This results in outbreaks 
of illness being either countered by over-dramatisation or minimisation.

At the beginning of the new school year in 2005 in which numerous federal 
states had reduced the length of the grammar school career up to Abitur 
[German university entrance qualiÞcation] to 12 years, the weekly maga-
zine ÒElternÓ [Parents] ran a title page depicting a child starting primary 
school with a ßag waving out of his satchel reading ÒAbi 017Ó [equivalent: 
ÔAÕ levels in 2017]. Longer absences from school or repeating a class are 
simply not included in these calculations and are either ignored or are to 
be prevented at all costs with the aid of specialists and medication.

In this climate of expectation, teachers of sick children must resign them-
selves to be considered as the providers of a perfect repair system. Fol-
lowing discharge from hospital, everything should resume as previously 
without a break. The task of teachers in hospital is therefore frequently 
misunderstood as Òprivate tuition on prescriptionÓ. These wishes are le-
gitimate and the provision of these teaching staff by the state originated 
to a great extent from this premise. I quote from a recommendation by 
the KMK conference in 1998: ÒSchooling (in hospital) provides pupils with 
the opportunity to learn successfully despite their illnesses; this reduces 
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fears of falling behind with school workÓ. Problems develop however if the 
complexity of reality goes far beyond any abstract concepts.
Teaching in consideration of the relationship level
Any one being taught has conÞdence in the future. This banal statement 
has great signiÞcance for children with life-threatening diseases and their 
parents. Half as a joke but also tinged with hopes for a normal life, com-
ments can be overheard in the childrenÕs oncology ward such as: ÒYour 
teacher is getting on your nerves with multiplication tables, but if she is 
doing this, it means that she expects you to return to your old school 
classÓ. Even if our professional experience gives reason to suspect a high-
ly critical progression of disease, we hospital educators will leave such 
interpretations of prognoses uncommented. We will have to endure that 
the acceptance of a painfully experienced drop in performance on the part 
of children and their parents need time to sink in and can be preceded by 
phases of resistance.

For this reason, we will also accept the substantial volume of teaching 
material sent from the patientÕs school as a sign of solidarity and hope 
that the pupil will return soon, particularly in the initial phase of a longer 
stay in the clinic. Instead of immediately dismissing the material sent as 
too strenuous, it is far more helpful to accept it with the words: ÒItÕs good 
that your class is thinking about you and your teacher has gone to such a 
lot of effort. If you donÕt manage to get through all the work, I am sure he 
will understand. IÕll let him know how well you have been working here, 
but will also let him know that you are working under completely different 
conditions here on the ward and that there can be days when you may not 
have so much energy for learning. I know from former pupils that their 
schools accept that they have phases in which they are not able to do any 
school work at all.Ó

We are only able to teach successfully if we remain aware of the psycho-
social context of our pupilsÕ lives. This makes simultaneous demands on 
our curricular professionalism and our presence on a relationship level. 
This is the reason for the formulation of my Þrst statement:

I
The consideration of the relationship level is the original element of 
teaching in hospital and is not a monopoly of the psychological profession. 
It should however also not be a monopoly of education for sick children. 

Teaching staff as a projection screen of resistance
Most children and their parents are glad of some relief from school work, 
particularly as the onset of an illness initially pushes all other areas of life 
into the background. Allowance must however also be made for brief and 
intensive phases of resistance in which the undeniable loss in physical 
functions must be compensated for through intellectual demands. The ca-
reful teacher will not exacerbate this situation through special praise, but 
will initially simply accept it and will subsequently regret the progressive 
loss of intellectual competence. This is the point at which it is vital to com-
bat impending resignation.

Hospital educators working with children who have survived illness but 
whose capabilities will as a result remain restricted sometimes become 
the target of negative projection on the part of parents and the patient. 
The gratitude expressed to the medical system for saving the patientÕs life 
can be accompanied by disappointment directed at the teacher due to the 
limitation of skills, for example if this necessitates a change in the school 
career involving relocation to a Òlower tierÓ of the educational system. 
Children and to an even greater extent their parents need time to redeÞne 
objectives on a more modest level. Parents are not only sad to observe 
the loss of certain functions in their children, but can also experience this 
situation as a being narcissistic slight to their own ego.

Degenerative processes in these children result in immeasurable disap-
pointment which can be combated by seeking the causes in unqualiÞed 
helpers or their lack of commitment, for example intellectual functional 
losses in the teachers. This relieves parents and protects them against the 
potential unloading of negative emotions onto their child.

Hospital educators should possess a minimum level of psychological skills 
relating to unconscious mechanisms such as the phenomena identiÞca-

tion, projection, transference and counter-transference.
For this reason, my second statement is as follows:
II  
Hospital educators will make allowance for the phenomenon of transfe-
rence in their lessons and will be aware that pupils will frequently work 
off their deÞcits and anxieties vicariously, also on attachment Þgures 
amongst the teaching staff. A controlled counter-transference serves as 
protection against adverse effects on relationships and will help pupils to 
undertake further steps towards maturity.

If we teaching staff become the projection screen of resistance, we must 
remain extremely disciplined and should avoid all affective behaviour. If 
we react empathically to the threatened loss in ability and nevertheless 
retain the professional focus on topics related to school, we can provide 
impulses for parents suggesting alternative schooling methods, unortho-
dox educational paths and also ÒnichesÓ and ÒtricksÓ. This will in the long 
term reveal new aspects for new concepts of life. 

This could sound paradox, but we can best counter psychological irritation 
if we maintain our role as teacher and educator in front of our pupils. I 
would formulate this concept in my third statement as follows:

III 
It is a help if hospital educators are able to observe and understand. They 
will however always remain school teachers and their instrument remains 
didactics built on the foundations of empathy.

The selection of particular subject matter for lessons can trigger off impul-
ses in a similar fashion to therapeutic approaches. The subjects of lessons 
can serve as a transfer onto a different level into other areas of life. Sub-
jects such as German, religious studies, and social studies provide ideal 
opportunities for presenting extreme life situations and displaying the pos-
sibilities of overcoming these challenges as a normal human experience 
within the framework of generally familiar cultural spheres.

Tuition as opportunity for the mentalisation of emotions
Lessons incorporating the reality of the pupilsÕ daily lives and responding 
with examples from our cultural heritage can contribute to the Òmentali-
sation of emotionsÓ (Fonagy et al, 2004). Young persons can observe a 
particular emotional state in a literary or musical work which does not 
necessarily have to meet with our own personal tastes. A mental state of 
rebellion which is for example reßected in aggressive rock music can be 
channelled with the aid of cultural stylistic devices.
The possibilities, even in later stages of child development, provided by 
the phenomenon of emotional reßection through culture is most likely 
the foundation for the astoundingly successful (self-) educative effects 
of school culture projects with highly disturbed and difÞcult adolescents 
such as the dance project  ÒRhythm is itÓ by Roger Maldoom, Sir Simon 
Rattle, the Berlin Philharmonic and others (2004). 

Young persons are also on the search for emotional reßection within their 
own creative activities with language, music or art and frequently come 
very close to statements expressed in high culture. This is illustrated by an 
example from my own experience in the clinic school:
Herrmann Hesse expressed emotions connected with the topic of Òtaking 
leaveÓ in his poem ÒStepsÓ [ÒStufenÓ]. This poem is frequently recited at 
farewell parties and concludes with the well-known closing appeal: ÒCou-
rage my heart, take leave and fare thee well!Ó The seventeen-year-old Nils 
who following numerous failed relationships and expulsions from schools 
was retaking his certiÞcate of secondary education in our clinic school at 
the youth psychiatric unit, made the following statement when writing a 
text on the souvenir picture of his school: ÒThe topic of taking leave is a 
topic no-one likes to talk about. It is a feeling of sorrow and loneliness, but 
also conveys the emotions of making a new startÓ.   Nils was leaving school 
for the Þrst time under normal circumstances since his adolescence: he 
had been forcibly removed from all previous schools following attacks and 
negative impulsive behaviour. He found saying goodbye at the clinic school 
very hard and in previous phases this negative tension would have been 
accompanied by physical attacks or other destructive behaviour. He had 
now however Ð albeit very belatedly Ð learned to utilise language to ex-
press his raw emotions.
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IV
Curricular selection supports affect control and mentalisation processes. 
The content of lessons can also in extreme phases of life provide oppor-
tunities for identiÞcation and projective relief, thereby encouraging the 
utilisation of language instead of former raw emotions.  

Lesson content can also place experiences of loss and taking leave within 
a comforting cultural context.  An involvement in the experiences of others 
and a personal exploration of these experiences through individual activi-
ties prevents pupils from becoming Þxated on their own powerlessness. 
A week-long project was undertaken in the higher class in the adolescent 
psychiatric department combining the subjects German, religious studies, 
art and social studies based on a quotation by Ernst Bloch: ÒI am. But I 
do not yet have myself.Ó It is not possible to force the ignition spark of 
identiÞcation, but this can perhaps be triggered off by the provision of the 
material within the framework of a warm atmosphere. Activities involving 
cultural material can always encourage the activation and differentiation 
of retained ego functions.

Accompanied leave-taking of life concepts also in child and adolescent 
psychiatry departments
The previous examples have led us into the working Þeld of education for 
sick children which has guaranteed the existence of SfKs over the last 
twenty years: the foundation of psychiatric and psychological clinics for 
children and adolescents. Schools for sick children (SfKs) are to a large 
extent integrated in these institutions and are increasingly being provided 
with an infrastructure similar to that of special needs schools with group 
rooms for smaller classes, specially equipped rooms for certain subjects 
and separate school buildings.

The transition from teaching primarily somatic patients to psychological 
patients was initially experienced as a complete change within the pro-
fessional Þeld of hospital education. Although extreme life-threatening 
situations and also death were encountered in both medical areas, these 
originated out of completely different contexts: in the former, the sudden 
fate of a life-shortening disease and in the latter, self-inßicted injuries and 
sometimes even attempted suicide.
I should like to demonstrate with three examples from the child and ado-
lescent psychiatric Þeld that the demands made on our educational brief 
and didactic concepts are not necessarily so different.

Study of changes of school 
Within the area of child and adolescent psychiatry, we also experience 
disappointment in life concepts which have to be altered for reasons of 
ill health. Psychological disorders can also mean relinquishing hopes, 
illusions and wishes and we hospital educators will also not always be 
able to fulÞl the parentsÕ expectations of Òextra tuition on prescriptionÓ. 
Additionally, as so many young personsÕ life plans overlap into the area 
of educational plans, our help is needed in the careful realignment pro-
cess towards new objectives. Numerous patients are for example forced 
to change schools following their discharge from the child and adolescent 
psychiatric clinics.

A third of all patients discharged from this type of clinic in the federal 
state of North-Rhine Westphalia subsequently attend a different school; 
the majority of these pupils also change to a different type of school (cf. 
Oelsner/ Reichle 2008) . This high level of pupils changing schools could 
indicate that psychological disorders in adolescents are frequently exacer-
bated and sometimes even caused by the Òwrong type of schoolÓ. Hospital 
educators then Òoperate the pointsÓ to alter the course of the school care-
er in tandem with the medical system (ibid 2009). As a consequence, the 
teachers on the wards also become involved in diagnostic tasks which are 
otherwise undertaken by school psychologist services. Pupils changing 
schools do not only require our empathy, but also the provision of tech-
nical and school-organisational skills, for example the status of relevant 
legal regulations, probation options, delayed moves into the next higher 
class and school support (cf. Harter-Meyer 2000).

My statement V is therefore as follows:

V 
Reality testing, insight into speciÞc ailments and learning to cope with the-
se situations are all vital support elements in lessons, advisory services 
and diagnosis within the context of a hospital school. The acceptance of 
reality also incorporates the acceptance of an illness and certain losses.

Grieving as an integrated didactic objective
The common factor experienced by all those working in our professional 
Þeld is extreme circumstances. In both in-patient wards and child and ado-
lescent psychiatric clinics, we see young persons and their families equally 
disappointed, upset and devastated by their prospects in life, as a change 
of school in the case of psychological disorders nearly always means drop-
ping to a Òlower rankingÓ system.
Pupils and their families have to undergo a long and frequently painful 
process in order to come to terms with the fact that they will not be able to 
achieve their projected ambitions. They are temporarily Ð and sometimes 
on a long-term scale Ð forced to readjust their perspectives of life. Hos-
pital educators on psychiatric wards must also incorporate the grieving 
process into their work as an integrated didactic objective. This is about an 
acceptance that a different approach to life will be necessary following es-
tablishment of the diagnosis and/or after a traumatic experience. Without 
this acceptance of limitations and the process of taking leave, there can 
be no foundation for encouragement and the reorientation of future plans. 
Statement VI is therefore an extension of this aspect:

VI  
The ability to grieve is an intrinsic objective of lessons and in school ca-
reer counselling, particularly for pupils suffering from chronic illness. The 
school for sick children nurtures a culture of both taking farewell and en-
couragement and orientation for the future.

Discussions with parents whose children have irreparably lost particular 
physical functions through accidents or a tumour are alternately cha-
racterised by anger and grief and also rebellion and resignation. These 
reactions are also experienced within the Þeld of child and adolescent 
psychiatry, my second aspect. In these cases, the limitations imposed on 
life are not caused by physical damage, but a psychiatric diagnosis for a 
child which can radically change its prospects in life. This is naturally not 
the case for the numerous ADS diagnoses in children of primary school 
age which can be corrected well through the intervention of child psych-
iatrists. In contrast, a psychosis or borderline disorder in an adolescent 
cannot be treated as a short- or medium-term episode.

Examples: Asperger autism
Some children are admitted to hospital with suspected ADS, obsessive-
compulsive disorders, intellectual giftedness or eating disorders for 
further investigation. In some cases, the disorders of these patients can 
be diagnosed as comorbid Asperger autism. This can trigger off reactions 
in these patients as though an irreparable metabolic disease has been 
established. It is necessary to explain carefully to both parents and pupils 
that autism cannot be cured through therapy: this empathy disorder will 
remain, but it is possible to learn how to live with this condition.

In these cases, it is possible to discover special niches off the beaten track 
of the originally anticipated school career and this process will be underta-
ken jointly with medical doctors or psychologists. The involvement of the 
teacher is always essential as the consequences will mean an individual 
paradigm change in lessons and school life in general. It is ultimately the 
school system which will prepare the didactic path and social readjust-
ment and make this reorientation tangible in a positive way.

Should other professional groups claim the involvement of the parents 
through the hospital teachers as their exclusive right Ð as is occasionally 
the case Ð we teachers can make reference to our state mandate. The 
KMK recommendations (1998) do not only legitimate intervention beyond 
the conÞnes of mere knowledge transfer, but go as far as to formulate 
contact with parents as an educational obligation: ÒParents and guardians 
and pupils should be involved in consultation and frequently be supervised 
over a longer periodÓ (¤1.2). ÒAs a consequence, the requirement proÞle 
for teaching staff also includes special training in Ôconducting discussionÕ, 
Ôcounselling skills and the ability for cooperationÕ and Ôinformation on di-
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sease patterns and their possible effects on physical and psychological 
developmentÕÓ (¤ 8.4). I will summarise these aspects in statement VII:

VII
Parental involvement is an obligatory element of the tuition of sick child-
ren: this is one of the required components of the state educational and 
consultation requirements for hospital teachers. 

Toleration of amok problem Þelds  
My third example of extreme situations during lessons in a school in a 
child and adolescent psychiatric clinic only penetrates the consciousness 
of our colleagues on rare but spectacular occasions, but must remain a 
factor which should permanently be kept in mind. This concerns adole-
scents who are in potential danger of running amok. Ever since the sho-
cking events of Erfurt 2002, Emsdetten 2006 and Winnenden 2009, all 
teaching staff at schools in child and adolescent psychiatric clinics have 
been repeatedly alerted to a particular potential Þeld of tension.

Schools in child and adolescent psychiatric clinics are providing tuition in 
the very same locations in which we would like to see adolescents who 
could potentially run amok placed preventatively and also treated. These 
individuals display a proÞle of an abnormally developed personality with 
which teachers in schools in child and adolescent psychiatric clinics are fa-
miliar: these characteristics include a lack of self-esteem, social isolation, 
a retreat into an illusory world, a lack of success, fantasies of violence and 
a high consumption of aggressive media games. For this reason, the hospi-
tal school programme includes aspects which are propagated as elements 
of prevention and therapy for these types of adolescents: the creation and 
intensiÞcation of relationships, social integration, the communication of a 
sense of achievement, avoidance and processing of insulting situations, 
the communication of life and training perspectives, the replacement of 
destructive by constructive solution strategies and the dissolving of manic 
response forms through socio-culturally recognised Þelds of reality.

Although it is possible to deÞne the perpetratorÕs proÞle so precisely in 
hindsight, these proÞles are nevertheless diffuse and it remains difÞcult 
to make a clear forecast in advance. As early as in primary school, there 
are daily shootings, othersÕ necks are twisted, the world goes up in ßames 
and rulers seize power Ð all in childrenÕs games. Children involved in these 
types of games cannot be simply excluded from school. Indeed, part of 
the requirements of education is to enable children to learn to symbolise 
emotions not in an actual performance, but symbolised through words and 
cultural channels.

There are no objective scale values which can always unambiguously alert 
us teachers to what degree of underdevelopment in the ability to symboli-
se would signify that a particular pupil should be taken out of circulation. 
Our schools for special needs have indeed been given the responsibility 
of supervising the catching-up process in this developmental stage. The 
more progressive a school for sick children is, the greater is the chance of 
importing this Þeld of tension through our own front door, for example if 
we are housed in a separate building with its own entrances and the doors 
are open to the neighbourhood to aid the hospital discharge process and 
the testing reality. 

If a school for sick children is to provide space and opportunity for adole-
scents to reposition themselves, they will also cultivate the school com-
munity atmosphere and undertake action. This also brings with it the free 
movement of persons which however also entails risks, particularly if ado-
lescents discharged from hospital are to continue attending this school 
during the outpatient transition period, i.e. as Òexternal pupilsÓ. Not all 
inpatient pupils who are still too unstable to return to their former schools 
following discharge from hospital should be Òlocked upÓ.

It is perfectly natural for these adolescents to display behaviour patterns 
during this phase of extreme stress and irritation which could in hindsight, 
after a catastrophe, have permitted the identiÞcation of the characte-
ristics of a potential perpetrator. The utilisation of exclusion criteria for 
schools for sick children would however be equal to ignoring a wide range 
of diagnostic indications within the Þeld of adolescent psychiatry: this is 
because certain personality deÞcits of adolescents running amok can also 

be categorised as comorbid disorders among other less potentially dange-
rous symptom complexes. What is more, these characteristics are arche-
typal for certain transition phases of adolescent development and can for 
this reason be observed in all types of schools. In the clinical pictures seen 
in our school form, the Þeld of tension is substantially increased.

In our school in Cologne, numerous pupils trigger off vehement discus-
sion in the staffroom as to whether these individuals should continue to 
attend the school as external pupils. These cases can lead to polarisation 
and division of opinions, particularly as help for those in danger can also 
potentially endanger the helpers.

The exclusion of particular pupils from our institution will not solve any 
problems and would not only constitute a withdrawal of help; the insult of 
being rejected would only increase their danger to others. These individu-
als seldom express absolute negative emotions regarding school, but tend 
more to cultivate a type of love-hate relationship. Disappointment in love 
demands revenge and narcissistic rehabilitation and these can also be po-
tential motives of a killing spree. If an act of violence actually took place, a 
possible accusation could be: ÒHow could the school speciÞcally exclude 
this pupil?Ó and the media would immediately pounce on headlines such 
as ÒLack of perspectives led to act of desperationÓ. If the pupil had been 
retained in the school, comments would be the complete opposite: ÒWhy 
was this ticking bomb not excluded sooner?Ó

If a particular decision inherently involves a risk, it produces a dilemma 
which can however be cushioned by an expert network of specialists. This 
will never provide a failsafe solution, but would certainly alleviate the situ-
ation, accompanied by a high degree of sensitivity, caution and responsi-
bility. The dilemma must be recognised and formulated to permit a team 
decision to be reached after weighing up the pros and cons.

The fact that all previous killing sprees have taken place in conventional 
schools does not guarantee that hospital schools will be spared this fate. 
This positive experience can however encourage us to endure the daily 
pressures of decision-making with conÞdence. This type of perpetrator 
proÞle can be found in all schools, but the probability rate is higher in our 
own institutions. These adolescents are however here integrated into a 
treatment system. And no-one can give me the guarantee that while I am 
calmly addressing this subject in Munich, everything will remain quiet and 
peaceful back in Cologne. After over twenty years of professional experi-
ence with these customers, I can however be fairly certain that institutions 
devoted to building relationships and conÞdence Ð as in our schools for 
sick children Ð will not be the prime target of destruction: these schools 
are particularly felt as a Òsecure frameworkÓ.

VIII
  Attendance at hospital schools can offer pupils with instable personali-
ties a Òsecure frameworkÓ and a chance to Òbuild structuresÓ. Aspects of 
ÒcontainmentÓ inßuence the planning of the school timetable and alloca-
tion to particular learning groups.

The school for sick children as an Òindependent form of schoolÓ 
I would like to summarise the educational policy inferences of the above in 
two concluding statements.

Six years ago in the federal state of North Rhine-Westphalia, we launched 
a protest when new school legislation would no longer confer on us the 
status of a Òschool for children with special educational needsÓ after our 
schools had been included for decades among the group of ten types of 
special schools in our federal state. This protest had no further result 
apart from us being conferred the strange special status of an Òindepen-
dent form of schoolÓ. Although we are not greatly enamoured of this title, 
we have come to appreciate the possibilities which are associated with 
this term. What and who are we accordingly?

IX
ÒThe school in a psychiatric unit is what it would not have been without 
its existenceÓ.
It is not merely an independent form of school, but an inimitable and indis-
pensable form of school!
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This answer remains somewhat vague, but I Þnd it so aptly formulated 
that I regret that it is not totally original. The Þrst part is my variation on a 
statement formulated by Heribert Prantl in the German daily newspaper 
SŸddeutsche Zeitung in May of this year in answer to the question ÒWhat 
is the Church?Ó: ÒThe Church is what it would not have been without its 
existence.Ó

Culture of openness
The success or failure of our work in the schools for sick children depends 
to a great extent on the degree to which the aspects expressed in the 
statements can be taken into account. Two prerequisites can however ba-
rely be operationalised and demanded as being obligatory. This can only 
be deÞned in rather general terms, but this statement is intended to be 
deÞnitive:

X
Constructive cooperation with all participating professional groups invol-
ved with sick children and their parents can only succeed if a culture of 
openness is nurtured. This involves the acceptance of the specialist au-
thorities by parents and children and vice versa the willingness to place 
trust in sick children and their parents as Òexperts within their own ÞeldÓ.

I remain utterly convinced of one effect after over 40 years of experience 
with learning groups of handicapped and chronically sick children: all 
members of a learning social community will beneÞt from an open attitude 
towards illness. This effect will overßow into the class which these pupils 
will attend when they leave the school for sick children. A chronically ill 
child in the classroom does not have to be a mere burden, but can also 
provide the opportunity for a better classroom climate. Pupils can become 
acquainted with abnormalities which deviate from the messages commu-
nicated by human images in media, modelling and advertising sectors and 
learn about completely different aspects of life. An altered appearance 
or deviations from normal life such as the necessity for injections, swift 
fatigue, exhaustion in sports activities and over-sensitivity in cookery or 
chemistry lessons will lose all intimations of embarrassment, abnormality 
and strangeness if pupils observe these experiences in their classmates. 
Illness as a condition will then not have to be denied as being a part of the 
life of young people, but will be accepted as a life crisis which can be ac-
companied by lifelong adverse effects and can affect anyone. (Christoph 
Ertle, 2002)

Education and humour
One Þnal topic: hospital teachers naturally require academic training and 
must additionally acquire basic medical-psychological knowledge associ-
ated with diagnosis, symptoms and prognosis. The sophisticated super-
structure of our work will however only be of use if supplemented by a 
basic element from a completely different dimension: humour. This is the 
second element which cannot be made compulsory, but can be hoped for.

XI
Our knowledge will help us to teach sick children and adolescents. Hu-
mour will help us to accept and endure their situation and also our own.

When we were searching for a name for our school, the names of a variety 
of scientists were compiled on an initial list. We were however able to con-
vince the city council to accept a name from a completely different area: 
Johann-Christoph-Winters.

Johann-Christoph-Winters was the founder of the locally popular and 
much loved HŠnnesches Theatre which is now approaching its 200th anni-
versary. Winters is the spiritual father of certain Þgures, two of which will 
probably also be familiar in Munich: TŸnnes and SchŠl and HŠnneschen 
and BŠrbelchen. Almost instinctively Ð you could even say Òinstinctively 
out of the populationÓ Ð he created human types which would identify 
us everywhere as ÒRhinelanderÓ. Psychology would only at a subsequent 
point create terms to describe these Þgures, and nowadays it would be 
possible to label the stick-puppet Þgures with psychiatric diagnoses ac-
cording to ICD 10. 
These puppet theatre Þgures typifying an entire region show that there 
are two possibilities of conceptualising human behaviour: the academic 

approach and the traditional folk approach: only the second of these can 
be conveyed with humour.

Humour can not only Òpull our legsÓ but also Òtweak our armsÓ. I will now 
do neither of these, but instead simply thank you all for your attention.

I
The consideration of the relationship level is the original element of 
teaching in hospital and is not a monopoly of the psychological profession. 
It should however also not be a monopoly of education for sick children. 

II  
Hospital educators will make allowance for the phenomenon of transfe-
rence in their lessons and will be aware that pupils will frequently work 
off their deÞcits and anxieties vicariously, also on attachment Þgures 
amongst the teaching staff. A controlled counter-transference serves as 
protection against adverse effects on relationships and will help pupils to 
undertake further steps towards maturity.

III 
It is a help if hospital educators are able to observe and understand. They 
will however always remain school teachers and their instrument remains 
didactics built on the foundations of empathy.
IV
Curricular selection supports affect control and mentalisation processes. 
The content of lessons can also in extreme phases of life provide oppor-
tunities for identiÞcation and projective relief, thereby encouraging the 
utilisation of language instead of former raw emotions.  

V 
Reality testing, insight into speciÞc ailments and learning to cope with the-
se situations are all vital support elements in lessons, advisory services 
and diagnosis within the context of a hospital school. The acceptance of 
reality also incorporates the acceptance of an illness and certain losses.

VI  
The ability to grieve is an intrinsic objective of lessons and in school ca-
reer counselling, particularly for pupils suffering from chronic illness. The 
school for sick children nurtures a culture of both taking farewell and en-
couragement and orientation for the future.

VII
Parental involvement is an obligatory element of the tuition of sick child-
ren: this is one of the required components of the state educational and 
consultation requirements for hospital teachers. 

VIII
  Attendance at hospital schools can offer pupils with instable personali-
ties a Òsecure frameworkÓ and a chance to Òbuild structuresÓ. Aspects of 
ÒcontainmentÓ inßuence the planning of the school timetable and alloca-
tion to particular learning groups.

IX
ÒThe school in a psychiatric unit is what it would not have been without 
its existenceÓ.
It is not merely an independent form of school, but an inimitable and indis-
pensable form of school!

X
Constructive cooperation with all participating professional groups invol-
ved with sick children and their parents can only succeed if a culture of 
openness is nurtured. This involves the acceptance of the specialist au-
thorities by parents and children and vice versa the willingness to place 
trust in sick children and their parents as Òexperts within their own ÞeldÓ.

XI
Our knowledge will help us to teach sick children and adolescents. Hu-
mour will help us to accept and endure their situation and also our own.

1 The ÒSchule fŸr KrankeÓ [ÒSchool for sick childrenÓ, abbreviated as SfK] is the deÞnition issued by the KMK 

conference [Federal Standing Conference of the Ministers of Education and Cultural Affairs] in 1998 to 
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describe an independent school form Òdevoted to the tuition of sick pupilsÓ. Thus term replaces other 

former terms still in colloquial use such as Òhospital schoolÓ. In this article, this term also includes alter-

native organisational forms such as Òhospital schoolingÓ and also Òhome schoolingÓ.
2 According to a report published by the German Federal Ministry of Health on 13.7.2009, the level of 

sickness leave in companies had reached its lowest level during the post-war period with a statistical 

average of 3.5 days of absence in the Þrst half of 2009. This was reported as being due to a high inhibition 

threshold out of fear of becoming redundant. 
3 According to a report by the German press agency dpa on 15.9.2009, the number of private pupils dou-

bled in Germany between 1987 und 2007.
4 Farewell party at the municipal school for sick children at the University Hospital in Cologne, summer 2009
5 Subsequently, the young patient pupils prepared an exhibition in a museum in Cologne entitled: ÒJob Ð 

why me?Ó In an interdisciplinary school project, they worked in cooperation with teachers for German, 

History and Art and also with clinical pastoral care and management services.
6 In large cities with University Hospitals such as Cologne, Essen, Bonn and MŸnster, the number of pupils 

changing schools was even higher at a rate of ca. 40 %. This means that in places with a denser and higher 

differentiated school infrastructure, the opportunities for a change of school were utilised to the full.
7 HŠnneschen as the ÒJack of all tradesÓ is a hyperkinetic (ICD 10 F 90.1); his roaming permanent girlfriend 

BŠrbelchen displays clear symptoms of school truancy (F 91.2); with TŸnnes, the red, bulbous nose is an 

unambiguous indication of a latent addiction structure (F 10.7) and his companion SchŠl is a man who 

likes to give the impression that he is more than he appears, but shies away from no intrigue, therefore 

demonstrates symptoms of a paranoid personality structure (F 60.0).

The Child-Friendly Paediatric Health Care Model

Prof. Dr. med. Jochen H. H. Ehrich, D.C.M.T. (London)
Department of Paediatric Kidney, Liver and Metabolic Diseases
of Hannover Medical School, Germany.

This article focuses on vulnerable children with chronic diseases and 
on the role of paediatricians, teachers and other stakeholders in todays 
complex health systems. 
Paediatricians are not aiming at creating a monopoly; instead they favo-
ur the team approach of all caregivers. 
Paediatrics is characterised by the diversity, variety and heterogeneity 
of health care offered in the 51 European countries with more than 200 
million children aged less than 18years and with more than 200.000 
paediatricians. Paediatrics respects 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. Paediatri-
cians care for both healthy and sick children. Health care management 
differs according to where: inpatient care in hospitals, outpatient care 
in hospitals or in private practices, homecare and rehabilitative care in 
special rehabilitation units. Paediatric health care focuses on the patient 
and not on diseases; however children with acute diseases need a com-
pletely different case management than children with chronic diseases. 
Special care is given to underprivileged and marginalised children such 
as children with chronic diseases and disabilities, children with a migrant 
background and poor children. Approximately 20% of the child populati-
on suffers from a chronic disease and with a few exceptions, almost all 
these chronic diseases are rare diseases with more than 1.000 different 
disease entities. Rare diseases mean affecting less than 1 patient per 
5.000 people. Children have by far a longer period to cope with their 
chronic disease or disability than adults. The transition from paediatric to 
adult medical care is a multi-factorial challenge. Children have no voice 
in society and their caregivers do not speak with one voice, which has 
led to considerable inequity of health care in many European countries.

The Council of Europe has recently developed Òthe Child-Friendly Health 
Care ModelÓ which will be presented to 47 Ministers of Health on the 
occasion of the Ministerial Conference to be held in September 2011 in 
Lisbon. The preamble of this health-care model reads: Sustainable deve-
lopment fulÞls the needs of the present generation without endangering 
the needs of future generations. The aim is to create a virtuous cycle to 
improve childrenÕs health in Europe with the dictate of the Ò4 MustsÓ: 
Protection, Prevention, Provision and Participation. 
As the child-friendly health care model should be applicable to all age 
groups of children and to all disease groups affecting children, this ma-

nuscript selected children with chronic kidney diseases and transplan-
tation to show how this design in terms of references may be applied to 
help stakeholders in improving paediatric health in different European 
countries. 
Protecting children with kidney diseases means eliminating nephrotoxic 
substances from the environment of children, for instance, heavy metals 
and nephrotoxic drugs thus fulÞlling the criteria of primary prevention. 
There is also a need for the avoidance of over and under diagnosis of 
urinary tract diseases which may harm children, and the same holds 
true for over and under treatment of urinary tract diseases. Last but not 
least, a lack of education must be avoided.

Prevention of kidney diseases includes genetic counselling of at risk fa-
milies. Secondary prevention will include cost-free mass screening of all 
children to identify urinary tract diseases using urinary dip sticks and 
ultrasonography or, if the cost-beneÞt ratio is negative then secondary 
prevention should be offered to risk groups only, i.e., prematures and 
small for gestational age newborns. Most chronic kidney diseases start 
early in life and many of them remain undetected because of a lack of cli-
nical 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 reducing extra-renal comorbidity by ade-
quate therapy thus fulÞlling the criteria of tertiary prevention. Pedagogic 
counselling must be offered to risk families and to teachers as well as all 
persons involved in vocational training of transplanted patients.

Adequate nephrological care includes the provision of adequate, affor-
dable, accessible, available diagnostic and therapeutic renal care as well 
as equity, efÞcacy and efÞciency of renal care including modern sup-
portive technology. National health care systems must provide adequa-
tely trained teams of caregivers including specialised paediatric neph-
rologists, 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 sufÞcient number of child-adequate childrenÕs 
hospitals with a renal unit, dialysis unit and kidney transplant unit which 
fullÞls the criteria of paediatric centres of excellence. Child-friendly re-
nal 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 sa-
fety and distribution. The off-label use of drugs which are not tested in a 
paediatric population exposes children to additional risks. Paediatric ne-
phrologists must provide evidence-based practice guidelines which are 
based on pure scientiÞc Þndings, however their national application may 
depend on country-speciÞc priorities inßuencing appropriate use and 
updating. Paediatric nephrologists represent around 1% of all paediatri-
cians 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 childrenÕs rights and children must be asked, children must 
be heard, children must have a voice before taking a Þnal decision on 
further diagnostics or therapeutic intervention. All stakeholders should 
aim at increasing childrenÕs familiesÕ trust in caregivers and institutions. 
Improvement of the health education of patients and their families and 
offering culturally appropriate counselling will lead to an improved par-
ticipation of patients. Accept non-adherence as a fact which 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 treat-
ment. Provision of adequate, affordable, accessible, available educatio-
nal care as well as equity, efÞcacy and efÞciency of educational care has 
to be guaranteed. Adequately trained teams of teachers must cooperate 
with all other care givers. Teachers need training, accreditation, conti-
nuous medical education and supervision.

The right to health does not mean the right to be healthy, nor does it 
mean that poor governments must put in expensive treatment, but it 
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does require fair-play in offering care  when concerning age, gender, eth-
nicity, culture, socioeconomic status, religious beliefs, political beliefs, or 
other ideologies of patients. The priorities of medical care given to child-
ren may differ from country to country, however, equal health opportu-
nities should be given to all age groups in a given country. Cross border 
care should be improved and organisational pathways must be developed 
if there is no adequate treatment available in a given country. 

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 such as HOPE;
IV. ParentsÕ organisations;
V. other.

The CFHC model  is universally applicable, however, the emphasis is diffe-
rent and its application differs according to age groups (fetus, newborns, 
infants, preschool children, schoolchildren, adolescents, young adults) as 
well as to healthy children and to children with different disease groups.

The challenge in international social responsibility with respect to children 
with chronic diseases includes the following:
1.  The child-friendly health care model should be applicable to all paediat-

ric subspecialties in all European countries. 
2.  The lack of demographic data on the diversity of paediatric health 

care in Europe including the differences in health education needs to 
be compensated by following the path: 1. Research, 2. Evaluation of 
quality and of priorities, 3. Recommendations. 

3.  Initiate a strategy for further communication in the ÒtriangleÓ of pa-
tients and patientsÕ organisations, medical care givers and teachers 
to stimulate cooperation and consensus of all opinion-makers when 
improving well child care.

4.  There may be a need for a specialised European agency for chroni-
cally sick children offering both a scientiÞc and social network for all 
stakeholders.
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Cooperation between Hospital/Special Educators and
Home School Teachers  

Liana Sanamyan
Direct Aid Association (DAA) executive director, head of hospital edu-
cational services, Yerevan, ARMENIA

Introduction 
Direct Aid Association (DAA) is a public organization, registered in Arme-
nia in 1997. DAA provides educational services for sick children through 
supporting the functioning of Hospital School in Arabkir Joint Medical Cen-
ter & Institute of Child and Adolescent Health (JMC&ICAH) and pediatric 
department of Hematology Hospital. DAA supports the psycho-social ser-
vices in Arabkir working in the frame of the holistic approach of pediatric 
care and runs the Patient Family House (PFH) providing accommodation 
and care for sick children and their families from far regions of Armenia. 
ItÕs worth mentioning that DAA is the only organization that runs hospital 
school in Armenia, so this hospital school is unique for the country. 
Arabkir JMC&ICAH is the Republican reference centre for children and 
adolescents with various diseases. Through numerous projects run by 
DAA and Arabkir in cooperation, today, a child admitted to the hospital 
Þnds himself in the hands of the medical staff, psychosocial team and 
hospital school teachers the cooperative work of which provides positive 
results both in medical care and general development of the child.

Lack of National Association 
When we speak about hospital education in Armenia we always have to 
look back into the educational heritage of the previous regime. Armenia 
was a part of the USSR for a long period and during that time the paediatric 
hospitals or pediatric departments lacked schooling services. Some hos-
pitals offered play rooms. With the reference to short history of 20 years 
of hospital education we also have to mention that special education is as 
well recent in Armenia. In the past we had boarding school for children 
with ÒproblemsÓ, which was not exactly what special education services 
should provide to the children with disabilities. With all this in mind we 
have to add the lack of any association, national or local for the teachers 
working is special education, hospital education being part of it as well.  

ÒSpecial EducatorÕs ClubÓ
I think it is needless to mention that it is difÞcult to try to develop an area 
of education where there is no cooperation, information ßow and expe-
rience exchange. After the organization of several training courses and 
workshops for the teachers and other staff working with children with spe-
cial educational needs and seeing a need for experience exchange, a place 
where people could talk over and discuss professional issues, DAA initia-
ted the Club. Since 2006 DAA has been running a Special EducatorÕs Club, 
a project that strengthens the hospital and special education in Armenia 
and helps professionals to network for the beneÞt of the child with special 
needs. As there is no special education/hospital teachersÕ association in 
Armenia, this is a professional space for networking of the professionals 
working both in state schools and local NGO centers providing services to 
the children with needs. ItÕs a professional.
The Club is run by DAA staff in cooperation with other needed professio-
nals. We invite pediatricians, neurologists, psychologists, etc. for discus-
sing different issues, clearing out difÞcult cases we come across during 
our work. 
The regular meetings are scheduled once a month and additional meetings 
take place when there is a need: for preparing extra activities, creating 
material, discussing and planning work.   
The purpose of the project is:  
¥  to create a network where the child beneÞts both medically and educa-

tionally
¥  to strengthen and expand the network involving teachers from other 

schools and centers
¥  to further train and exchange experience with both international experts 

and local professionals
The club serves for:
¥  further in-service training, including visits to the working sites, observa-

tions, practical work, discussions with other professionals working with 
children with disabilities, e.g. psychologists, social workers, therapists, 
medical personal etc. 

¥  special educatorsÕ further training in coaching and cooperating with ge-
neral education teachers within integration program

¥  preparation and adaptation of teaching material and alternative means 
¥  hospital teachers training in coaching
¥  as a link for cooperation between professionals working in state schools 

(special and integration) and local NGOs
¥  for the organization and implementation of professional conferences, 

e.g. cooperation with Kinderspital Zurich Hospital School

When a child from the hospital school in Yerevan returns to his home 
school (in the capital or some regions) he is met by a teacher who is aware 
of his condition, needs and educational progress while on treatment, since 
there is a constant contact among the teachers by the means of regular 
monthly meetings and connections through regional branches of the me-
dical center. Being able to serve the child in his region, close to his home 
and family is much better psychologically and what is not less important 
Þnancially.  
During the existence of Club we had organized several common projects 
for the children with disabilities in special and integration and hospital 
schools. In 2007 we had a spring project with children from different 
schools and NGOs. During the festival the children performed, recited and 
Þnally planted ßowers. 
For the past two summers the some children with disabilities form schools 
in Yerevan and regions had opportunity to join the hospital summer camp. 
For many of the children such activities are unique: an opportunity to be 
with peers, to have a rest during the summer. And for teachers it is a great 
opportunity to participate and learn how to organize leisure activities for 
their students.  
As part of cooperative activity we can mention preparation and adaptation 
of teaching material and alternative means.

Result
As a result of this four-year project we have established a growing network 
not only among the professionals working in the capital but also with those 
working in some regions of Armenia. The activities of the club have also 
been very important and fruitful in creating educational material, discussing 
difÞcult cases, organizing recreational activities for the children in need.

Conclusion
As the experience shows the Club has an essential role for the professio-
nals in the Þeld of hospital/special education. It is the utmost possibility 
for the teachers to exchange ideas, create and compile useful didactical 
material, discuss cases and issues and in cooperation try to better serve 
the needs of the children. 

Saving Minds and Bodies. Health and Education Working Together  

Tracy Webster
National Learning Program Manager
Ronald McDonald House Charities - Thornleigh, NSW, AUSTRALIA

Introduction
Improvements in medical science mean more and more children are now 
long term survivors of serious illnesses such as cancer, cystic Þbrosis and 
heart disease. Treatments however, often come at the expense of lengthy 
convalescence and missed schooling. Additionally, treatments such as 
chemotherapy and cranial radiation can have damaging effects on the 
brain. 

Research indicates approximately 43.8 % of children who have survived a 
serious illness and return to school will not cope with the workload.  

Methodology
The Ronald McDonald Learning Program (RMLP) minimises the negative 
effects of illness and treatment by providing a multidisciplinary approach. 
Comprehensive psychometric, academic, speech pathology and occupa-
tional therapy assessment is offered to determine the learning strengths 
and needs of each child. From the results of assessment an individual edu-
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cation plan is developed and implemented by a highly qualiÞed teacher. 
Each student is provided with weekly one-on-one sessions. In addition, 
speech pathology and occupational therapy sessions are also provided 
if required. The RMLP team liaise with the student, their family, the home 
school and medical team to ensure the best possible outcomes for each 
individual. 

The RMLP is provided free to families and funded by Ronald McDonald 
House Charities. The RMLP was created in 1998 to address the needs 
of many families who were reporting their childÕs missed schooling was 
having a far greater long term impact than their illness. 

The RMLP is available to any student who has had lengthy school absences 
due to serious illness. 

In order to support home school teachers in meeting the needs of children 
with illness in their classroom or returning to their class the RMLP also 
provides accredited professional development to schools. The professi-
onal development module named EDMed¨ provides information about a 
range of illnesses such as Cancer, Cystic Fibrosis, Asthma, Burns etc and 
includes strategies for parents, teachers and the school community to 
better support the student. An EDMed book is available for parents and 
teachers. Both the EDMed professional development and EDMed book are 
provided free to schools and families.

Results
Research reveals academic gains are not the only beneÞt of the Ronald 
McDonald Learning Program.  Children feel more conÞdent and have an 
improved self concept. This greater conÞdence improves his/her overall 
capacity for learning.  

Our Þndings reveal the long term impact of missed schooling and some 
treatments manifests learning difÞculties in the area of memory, attention 
span, problem solving ability and information processing for these child-
ren.  More than 3000 children have been supported by the program since 
its inception. Referrals from medical and education professionals mean 
the RMLP often has difÞculty keeping up with demand. 

Conclusion
The Ronald McDonald Learning Program is providing vital educational sup-
port to children recovering from acute and chronic illness. Without this 
support many of these children would fail at school and never reach their 
full potential. Providing targeted educational support for a child with seri-
ous illness is vital for improving his/her long term outcomes. Above all it 
demonstrates the belief that we are conÞdent of his / her future. 

1Shui, S. Dr (2005). Healthy Solutions For Children Ð Making the right choice. Paper presented at the 10th 

National Conference Association for the Welfare of Child Health. Sydney Australia.
2Jenkins. H. Assoc Prof. (2009). An evaluation of the Ronald McDonald Learning Program (RMLP) to determi-

ne its impact on improving the achievement and self-concept of West Australian children who have missed 

signiÞcant amounts of schooling due to prolonged hospitalisation.  School of Education Curtin University of 

Technology Perth, Western Australia.

Games of Musical Interaction in group lesson Ð 

Gudrun Diallo 
Secondary School Teacher - Hospital School Munich

Teaching at the ÔSchule fŸr KrankeÕ IÕm also active as a tutor for the adole-
scents (from 10 to 16) staying at the hospital ÔRechts der IsarÕ, Munich. The 
8 teenagers I work with refuse to go to school and take part in a project 
about school refusal Ð school absentism  as outpatients within the Depart-
ment of Pediatric Psychotherapy. They live at home and come to the clinic 
from 8.30 p.m.to 4.30 a.m.. The adolescents in the day clinic are troubled 
by psychic problems but donÕt need an inpatient stay at hospital. They 
suffer from somatoform disorders, that is from headache, stomach ache, 
vertigo, etc., symptoms that are not caused physically. Some teenagers 
are traumatized by certain experiences, they have difÞculties at school, in 

their family or in their peer group. Others show a neurotic development, 
being either overprotected or neglected.

Our rhythm game at the beginning of the workshop is a counter example 
for my work with these teenagers who donÕt go to school for different 
reasons. What they have in common, however, is the lack of motivation, 
concentration, discipline, perseverance and patience to enjoy more com-
plex rhythm games like the one I did with you. When you are able to follow 
our rhythm game without difÞculty, you are also able to perceive your own 
game  and at the same time the one of your counterpart (interior stability), 
you must also be able to cope with frustration, whenever you make a mis-
take or whenever you get the feeling that you donÕt learn as quickly as your 
neighbour. You must also have a certain rhythmic competence (a feeling 
for speed and breaks, ability to bear tension). All these are competences 
that the teenagers I work with mostly lack.

A concept of musical encouragement must thus cope with their needs and 
abilities and the principles of hospital education (Disruptions have priority, 
Cohn 1989). A hospital teacher contacting a pupil at hospital has to show 
empathy and acceptance and must also consider disturbances of any kind 
(in the motor, sensory, emotional and social Þeld). 

The purpose of games of musical interaction embraces the encourage-
ment and eventually skills of 
¥ Apperception
¥ Capability of listening
¥ Self-awareness (emotional development)
¥ Ability of making music together (social development)
¥  Imagination and expressiveness (development of the ability to commu-

nicate)
¥ Concentration, patience, perseverance
¥ The experience of tension and relaxation
¥ Self-respect 
¥ Playing with relish

Therefore the focus on our making music emphasizes experiencing and 
not learning.

Now I would like to invite you to join me. LetÔs make music together.
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Partnership with Education:
What Value to Rehabilitation and Mental Health Services?

Caleb Jones
ABI & Spinal Rehab Liaison Teacher
Hospital School Services, Perth, Australia

It is now well documented that collaborative practices increase 
effectiveness and efÞciency in response to service needs (Miller & Ahmad, 
2000). Hospital School Services (HSS) is one of four Statewide Specialist 
Services within the Department of Education Western Australia and 
provides teaching and education services to both government and private 
school students whose physical and/or mental health presents difÞculties 
in accessing their regular education program and also facilitates their 
entry or return to a program that best meets their ongoing needs. For 
inpatients and outpatients with chronic health needs referred to HSS, 
liaison with schools and families promotes and supports consistent 
communication between student, family, school and health service. It also 
provides a bridge for the school to access the specialist knowledge of the 
health team and for that team in turn to better understand the challenges 
the students is facing in the regular school setting. The development of 
the ÔLiaison TeacherÕ role over the last decade has been the key conduit 
to facilitating this for many students with chronic illness in health settings 
across WA, including rehabilitation and mental health conditions. This 
presentation will describe the education services available to patients 
from rehabilitation and mental health services in Western Australia and 
give an example case study.

HSS in Context
To put Hospital School Services in context, Western Australia is a rapidly 
growing population of about 2.2 million people across a geographical 
expanse of approximately 5,500,000 km2 Ð an area covering the size of 
Western Europe. There is signiÞcant cultural diversity, living conditions and 
access to services from small rural and remote communities to large urban 
centres like the capital, Perth. The challenges in providing an effective, 
seamless service are therefore geographical and cultural. To ensure our 
services are cohesive across all contexts, we have adopted this credo. 
ÒWhen services are not integrated with a common goal, a common paradigm 
for understanding the social problems, a common language of how to 
work together, families and children fall prey to fragmented services and 
interagency debates about mandates and responsibilitiesÓ (Moretti, 1997).

Development of HSS Liaison Services
A deÞning moment in HSSÕs development was the establishment of a 
Memorandum of Understanding (MOU) in 2005 between the Director 
Generals of both the Departments of Education and Health. This forged 
the way for greater inter-agency collaboration, the signing of Service 
Protocols between HSS and a wide range of WA Health Services (currently 
40+ programs in 20+ health sites statewide) and the inclusion of Liaison 
Teachers in many of the inter-disciplinary health teams in these hospitals 
and community CAMHS clinics. We now service an average of 4300 
students/year (40% primary, 60% secondary) and, as programs have 
shown evidence of their inherent value and been maintained, HSS stafÞng 
has increased now to 72 teaching and support staff (many part-time), with 
assistance from approximately 40 volunteers.

Four HSS Outcomes and Evidence for Collaboration
At HSS, we value most highly four outcomes in our work - providing a 
relevant educational program; collaborating with schools of long-term or 
chronically ill students; collaborating within inter-disciplinary teams and 
with other agencies to support educational, medical and psychosocial 
needs; and facilitating a studentÕs transition back to school or toward 
another study or career path. These goals have been considered and 
reinforced repeatedly by evidence gathered on effective collaboration by 
education services in health settings and are the basis for development of 
our liaison services. The references provided at the close of this transcript 
provide examples, but to note a few:
¥  Closs & Norris (2001) found a positive educational outcome more likely 

for a chronically ill student when: partnerships existed, planning was 
conducted as early as possible, professional learning was conducted for 
enrolled school staff and the studentÕs enrolled school had a positive 

ethos to support the student.
¥  Farrell & Harris (2003) highlighted Þve overarching themes for effective 

policy and practice as: mainstream ownership (for connection), 
collaboration (for consistency), ßexibility (for practical solutions), 
responsiveness (for timely delivery & good process) and clarity (of roles 
& boundaries).

¥  A Western Australian survey (Gardiner, 2006) followed these Þndings by 
asking teachers what they worried about when it came to students in their 
schools with chronic illness and teachers wanted: greater knowledge 
and understanding of the health condition and its impact, access to 
assistance in addressing the studentÕs changing health related needs 
and support from someone who understands the classroom context.

¥  Most recently Payne & Valentine (2010), both accomplished 
paediatricians, acknowledged the importance of education staff in 
health teams by stating that Òcurrent models of interdisciplinary care 
should incorporate education staff as a matter of course.Ó

Liaison Teacher Roles

Liaison Teacher in Mental Health Teams
The Liaison Teacher role is obviously very similar across all specialty 
health teams but some differences arise according to the nature of the 
conditions supported, so in the time available I will highlight two as 
examples. Liaison Teachers were piloted and established in several mental 
health settings/CAMHS teams after recommendations from a 2004 review 
of the Western Australian Education system and students with psychiatric 
disability. Within these speciÞc teams they have been given the acronym 
CELT (CAMHS and Education Liaison Teacher).

CELT Role
The following deÞne the role of a CELT:
¥  Consultancy to CAMHS clinicians on educational matters
¥  Direct consultation to government & private schools for students who 

are ÒactiveÓ clients with CAMHS and have signed parental consent for 
CELT support

¥  Liaise with schools and ÔStudent ServicesÕ teams regarding individual 
students

¥  Broker professional learning with health clinicians for schools and 
district education ofÞces

¥  Make educational assessment in collaboration with CAMHS & through 
liaison with school & regional services

¥  Offer generalist mental health advice, including classroom observation 
& modelling

¥  Facilitate a studentÕs transition planning
¥ Support schools with funding applications for Severe Mental Disorder
¥ Help schools understand how CAMHS services work
¥ Facilitate ßexible service delivery by clinicians.

The CELT role has now expanded into CAMHS teams state-wide in 
response to the extremely positive feedback received from the health 
and education sectors through various evaluations. For example, one 
Consultant Psychiatrist commented that Ôit functions as an extremely 
useful and beneÞcial service to help coordinated management in what 
is an extremely complicated overlap between Education and Health.Õ 
Most recently Grant Wheatley, Principal Hospital School Services, was 
recipient of the 2010 University of Western Australia Dr Mark Rooney 
Award for ÒImproved Outcomes in Child and Youth Mental HealthÓ. This 
recognised him as a driving force behind initiatives like CELT services and 
demonstrates that these projects have led to improvements not only in the 
way the education sector manages students with mental health problems, 
but has signiÞcantly enhanced the collaboration between these sectors.

Liaison Teacher in Rehabilitation Teams
The Acquired Brain Injury (ABI) and Spinal Rehabilitation Teams also have 
well established Liaison Teacher roles in their inter-disciplinary health 
teams, who work closely with Consultants, Liaison Nurses, Allied Health, 
Clinical Psychology and Community Mental Health Nurses. These Liaison 
Teachers follow the Rehabilitation Team principles of being: holistic & 
child/family centred, evidence based with intervention, working towards 
meaningful, objective and functional goals within the neurocognitive rehab 
approach and aiming to minimise complications of the condition while 
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maximising access, independence and transition to school/community. 
The most common conditions of young people in the Rehab Teams are 
either congenital (eg Spinal Dysraphism) or acquired (eg brain and spinal 
injuries from accidents, tumours or infections etc). The long term clinical 
pathway after referral for a young person is always underpinned by support 
for the family, the school and any transitions, as seen in this model:v
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Referral

PMH•
inpatient/outpatient

Introduction•
to•service

Team•
assessment

Rehabilitation•
planning•and•
goal•setting

Well•defined•clinical•pathway

Family•Support•••School•Support•••Rehabilitation•Review••••Transition•••••••••

Hospital School services•- Liaison•Teacher

Community•based•
rehabilitation

Home•based•
rehabilitation

Intensive•
inpatient•

rehabilitation

Hospital•based•
outpatient•

rehabilitation

Transition••
to•adult•
services

Psychosocial•team•- Community•Mental•Health•Nurse••

Common Factors to Consider at School
As the brain and spine are essential to so many aspects of functioning 
there are many factors a young person might experience and that a 
Liaison Teacher would assist the student and school with. Each individual 
is different but may involve:
¥  Cognitive impairment - intellectual, new learning, executive function, 

processing speed, poor attention & memory, impulsivity & perseveration
¥  Physical & functional impairment - toileting and continence, gross & Þne 

motor weakness effecting ADLs like mobilising, fatigue, writing, meals 
and socialisation

¥  Communication & language difÞculties
¥  Personality and behavioural change
¥  Higher risk of mental health issues
¥  Direct impact on the family, their education and future career pathways.
School Considerations for Students with an ABI
The following is some information to better understand ABI and the school 
considerations a Liaison Teacher assists with:
¥  An ABI is AustraliaÕs leading cause of acquired disability and death in 

childhood and adolescence, approx 1:650 young people
¥  Incidence peaks twice, less than 5yrs and during adolescence with more 

males than females (Khan et al, 2003)
¥  Outcomes of an ABI are very complex and heterogenous with potential 

contributors being the injury severity & location, age at injury, pre-injury 
social & mental health, environmental and family factors and access to 
rehab services

¥  A 5 year review of HSS data for moderate to severe ABI students showed 
approx 50% of children required educational assistance (EA in class or in 
SEN/ES unit) to manage school participation

¥  Survivors of an ABI experience numerous ÒinvisibleÓ disabilities that 
many people wonÕt recognise (McLure & Abbott, 2009) (Hawley, 2004).

School Considerations for Students with Spinal Conditions
The following is some information to better understand Spinal conditions 
and the school considerations a Liaison Teacher assists with:
¥  Frequently have Neurogenic Bladder &/or Bowel (nerve supply interrupted 

through trauma or congenital abnormality) requiring management at 
school. Failure to empty brings signiÞcant renal complications so the 
aim is to prevent complications & achieve social continence, in turn 
minimising accidents & bullying. School management includes planning 
toilet routines, catheterisation, EA support and working towards 
independence.

¥  Use of various equipment to maximise mobility (wheelchair, walker, 
AFOs). 

¥  Verbal communication is usually considerably higher than their actual 
literacy.

¥  Overall intelligence is usually in low average range eg 75% IQ < 80. 
(McLone, 1992).

Rehab Liaison Teacher Role
The role of a Rehab Liaison Teacher is primarily to ensure participation in 

a studentÕs enrolled school despite the impact of their health condition. 
Before any intervention, the most important requirement is to gain signed 
consent from the parents/carer for exchange of information on school 
related issues. This allows them to maintain conÞdentiality while keeping 
open and consistent communication between the parents, rehab team, 
school, regional ofÞce and other community agencies involved. The tasks 
a Liaison Teacher may be involved in are:
¥  Provide closer links between health and education by offering access to 

specialist knowledge from the health team and assisting health teams to 
understand school and education processes

¥  Attend case conferences & review meetings
¥  Facilitate transition planning
¥  Monitor long term student progress via school and hospital outpatient 

clinics
¥  Facilitate professional learning for school staff
¥  Provide documentation from health team eg medical diagnosis letter, 

therapy reports, neurocognitive assessment, teacher information 
booklets

¥  Assist school in planning & accessing funding (from Education or 
Insurance organisations)

¥  Consider equipment or assistive technology needs
¥  Clarify young personÕs physical activity capabilities and limits on high 

risk sport
¥  Offer the school practical strategies to apply in each context such as: 

a gradual increase in attendance/workload during transitions, allowing 
time between classes to leave early or arrive late, provision for small rest 
breaks as needed for fatigue, use of a Ôbuddy systemÕ, change of seating 
arrangements and involvement of an Education Assistant (for mobilising 
& transfers, toileting, hygiene, organisation, help to summarise learning, 
scribe for longer tasks and to assist with books/bag/equipment).

Rehabilitation Case Study

This case study outlines the journey of a rehabilitation patient.  It provides 
an example of how the support of a Liaison Teacher assists young people 
with chronic health conditions to experience as much school normality as 
possible and access the best possible educational opportunities in their 
enrolled school.

Background of young person - TC
¥  13 yrs old, Yr9 student, ÔaverageÕ, active, good social network but hx of 

bullying
¥  Family - Mother (PA) & Father (ßy in/ßy out mining), 16yo sister
¥  Lives ~30km from Perth centre and hospital
¥  Accident - passenger in off-road motorbike accident on his birthday
¥  Emergency - CPR, severe (GCS 3), ambulance to hospital.
¥  ICU - 2/52 in coma/intubated/ventilated/NG tube fed
¥  Resulting diagnosis
Ð Severe Traumatic Brain Injury (ABI)
Ð Pulmonary contusion
Ð # spine at T3 stabilised
Ð # R ribs & # R forearm
Ð L Hemiparesis (left sided weakness)
Ð L Hemianopia (limited vision complicates mobility/function).

Inpatient Rehabilitation for TC
¥  Transfer to ward and referral to team, later introduction of Liaison 

Teacher
¥  Obtained signed parental consent to exchange information
¥  Intense interdisciplinary rehab with daily school session included
¥  Collaborate with therapists to coordinated inpatient teaching times
¥  Initiate a link with enrolled school and request pre-injury questionnaire 

and outline of school program (to be modiÞed for TCÕs present 
capabilities)

¥  Contribute to regular team meetings
¥  Keep ongoing communication with school for understanding of student, 

family & health considerations
¥  Suggest opportunities to foster peer connections through school
¥  TC remained an inpatient for 10/52.

Prior to Discharge from Hospital
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¥  Independent ADLs but needing assistance for transfers & mobilising
¥  Could walk short distances with side assist and using K-walker
¥  Wheelchair necessary for distance
¥  L side blindness permanent (Hemianopia)
¥  Fatigue and sometimes impulsive, resulting in falls
¥  L hemi meant Þne motor difÞculties & ataxic gait
¥  Changed hand dominance due to injury (learn use of R instead of L)
¥  Communication difÞculties (slurred speech and word Þnding)
¥  Poor executive functioning (organising himself through day)
¥  He was very insightful into effects of injury and the social implications/

bullying
¥  This resulted in increased anxiety about school return and some school 

refusal
¥  Mother also experienced anxiety and had expectations of school.

TCÕs Transition to School
¥  Meeting to plan discharge from inpatient stay
¥  Arranged short period of home teaching (~2/52) till school more 

prepared
¥  Facilitated school visit for OT to report on accessibility of grounds
¥  Arranged school case conference re: transition planning by school
¥  Liaised with Vision Education Service & DistrictÕs inclusion team for 

input
¥  Provided school with documentation from health team including medical 

diagnosis letter, school info booklet (condition, symptoms and advice) 
and therapy recommendations

¥  Assist school with their health care plans, IEPÕs and funding applications 
for EA

¥  Guided teachers & EA on strategies eg assisting with mobility/transfers, 
compensatory strategies in the classroom

¥  Linked staff to related professional learning
¥  Directed school on level of physical activity he could participate in
¥  Arranged TC a Þrst school visit, only a few peers/teachers for gradual 

exposure
¥  Conducted class talk to peers prior to TCÕs return so they knew what to 

expect and could be supportive environment 
¥  Rehearse school/social scenarios with TC to prepare for entry
¥  First day attending, I was present at school to Ôpep talkÕ with TC and give 

classroom support/modeling where needed
¥  Coordinated timetabling between hospital therapy and school as 

attendance stepped up
¥  Regular communication with parents and school to ensure all happy
¥  Repeated school visit coming weeks of transition to Ôtrouble shootÕ & 

encourage TCÕs success/engagement
¥  Over time TC no longer needed wheelchair/walker, gained more 

independence
¥  Reduced school visits to periodical.

Support Continued Through Outpatient (OP) Rehabilitation
¥  Monitored progress in OP clinic and contact with school
¥  Relay academic/social/emotional/mobility progress to health team
¥  Attended periodic school review meetings
¥  School allowed TC continued support from student services as required
¥  As additional supervision ceased, initiated buddy system with suitable 

peers
¥  Neurocognitive assessment conducted @ 12mths post injury, so ensured 

school had access to this valuable information
¥  Provided school with regular health/therapy progress
¥  Assisted school with modifying TCÕs program & funding reviews
¥  School awarded TC an achievement award for his courage and 

determination
¥  TC managing better in academic subjects
¥  Shifted EA priorities to subjects with high writing & practical demands
¥  Issues between family and school arose over time through 

misunderstanding of health progress etc so mediated resolutions, 
consulted Rehab Team as needed

¥  Work placement opportunities arose (bricklaying, mechanics) Ð asked 
OT to assess function & processing skills to reassure school he could 
participate

¥  Changed to community based therapy, so ensured they were linked to 
school

¥  Recommended parents apply for Ronald McDonald Learning Program 
(RMLP)

¥  Guided school on governmentÕs special examination arrangements
¥  Provided TC with guidance on education, training and career pathways

TC Today, 2 Years Later
¥  Full time school participation
¥  Has been able to maximise his rehab & health outcomes
¥  Has regained much of his adolescent independence
¥  Maintained and built positive social relationships
¥  Has good attitude towards school
¥  Recently completed Yr10 studies
¥  Is preparing to engage in work/training pathways

Case Study Summary: Collaboration - What Worked Well?
This case study demonstrates how the intervention of a liaison service 
leads to very positive outcomes for students not necessarily achievable 
otherwise. It is noteworthy that the Liaison Teacher ensured mutual 
understanding between the education and health contexts through 
free ßowing information and prompt, supportive & ßexible interagency 
responses. TC and his family felt supported during pivotal transition 
periods, enabling them to overcome unfamiliar obstacles. Another factor 
of success was that the school kept ownership of TC as their student and 
also identiÞed a case manager at school to monitor & report issues to 
Rehab Team through HSS. This meant the school were able to receive 
valuable documentation and access support to formulate and implement 
effective plans for TC. Finally, it was very important that the health team 
recognised school as an important setting for TC to achieve his long term 
rehabilitation goals and the Liaison Teacher could help communicate this 
sense of value as well as useful strategies to the school.

Conclusion: HSS Model of Collaborative Service Delivery

Evaluation of HSS in 2008 reinforced that the service effectively supports 
schools, such that students can continue to attend/participate in their school 
program (Bauer, Crosby, Hughes & Sharp - 2008). Feedback received has 
highlighted the importance of collaboration in reaching our desired outcomes. 
One health professional who has worked closely with HSS commented that, 
Òevery time HSS is involved, this supports a successful outcome. We all share 
a philosophy of the value of education; the school is the biggest resource we 
have in terms of trying to make changes.Ó
For More Information
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Cooperation between hospital teachers and home school teac hers.  

Grete Buck Aulin
Hospital Teacher and Marte Meo Pedagogue, Nykšping, SWEDEN

The background for my work with home school teachers
I am a hospital teacher in a psychiatric consultation for Children and 
Youth, called BUP, in Sweden.  The following is a common problem for 
school staff that asks for consultation. 
Teachers complain about students having disturbing behavior at school, 
feeling that these students donÕt want to work and that they are lazy.  That 
might be true for some children who have reached the age where they Þnd 
other friends they want to be with and other activities they want to do. But 
some children not only disturb the lessons at school, they have problems 
in the playground as well.  The other children refuse to let them join in their 
play because they know that these children will even destroy their games 
as well as the lessons.
Skills children need to succeed in life
A six year old child who wants to play with other children, must be able to 
be socially attentive in following the initiatives of other children.  The child 
has to name his own initiatives and to be able to take turns.  He has to 
have social behavioural models as well as adequate cooperation skills and 
he has to be able to concentrate.  These skills and also other skills such 
as solving problems and sufÞcient language to express himself as well as 
having ideas for playing and working, are necessary in order to make good 
connections with others.  There are some children that donÕt have these 
skills and they all get behavioural problems at school.  This behaviour also 
affects the learning situation for the child.
We all want to join the group, the society in which we live.  And we all want 
to learn to be a part of the society.  The children who donÕt know how 
to behave together with their peers have difÞculties in many situations 
and are at risk for psychiatric disorders.  In other words the child with 
developmental problems in basic communication skills needs support in 
order to continue developing well.
The Marte Meo Method
As a Marte Meo pedagogue as well as a hospital teacher, I can help these 
children in their own environment, at school.  The Marte Meo method 
helps the school staff to understand the child and support the child in his 
development. 
I take up a Þve to ten minute Þlm session in order to analyse the inter-
action between student and teacher.  After each Þlm session I have a 
review session. The use of the video camera allows the teacher to view 
the child step by step in a way thatÕs impossible in real life.  In the view 
session I give the teacher ÒhomeworkÓ in supporting communication using 
the Marte Meo Principles. You can read more about the method at http://
www.martemeo.com/site/index.cfm. 

My workshop
In my work-shop, I will show you some Þlms from my work in school.  We 
are going to follow two or three boys that have gone through the Marte 
Meo Programme.  I will tell you a little about each child and his back ground 
at home and also his school history.  Using the Þlm sequences, I can show 
you how the child interacts with others and what he needs to work on in 
order to continue to develop well.
I have taken several Þlms of the boys in order to give review sessions 
showing the school staff how to continue working with the Marte Meo 
principles.  I will show you some of the sessions so that you can see and 
follow the work the school staff has done.  The best part of Þlming is that 
it makes it possible to stop time, to look step by step at whatÕs going on 
in the interaction.  That makes it possible for you to be able to see Þlm 
sequences where the child is developing his connecting skills.

The childÕs development
The childÕs needs and stage of development is in focus in stead of the age of 
the child.  The adult can support the child who can have different problems 
such as language difÞculties, autism, ADHD and conduct disorders.  The 
question is not why the child does not have the skills, but how to help the 
child to develop his connection skills.

The teachersÕ development
It is nice also to follow the development of the school staff.  Their skills are 

increasing and they have a more professional way of interacting with the 
child after they have been working with Marte Meo.  The teachers change 
the interpretation of the childÕs behaviour from Òhe disturbs and is lazyÓ to 
Òtoday he looked at me when I named his initiatives and he realized what he 
had to do!Ó The teachers go from been a victim of the childÕs behaviour to 
being the professional leader of the action in the classroom.
The teachers in my Þlms have different education. You will be able to follow 
teachers who have been unaware how they react on the childÕs initiatives 
to connect. They also realize that it is important to approach and handle 
situations with a different perspective and less negative actions.
In my Þlms I have other teachers who work in a special school for children 
with behavioural disorders.  These teachers are very familiar with the 
impotence of their own interacting with the children and the importance of 
structure in their work.  They know how to be a positive leader who creates 
a good atmosphere and emotional connections at school. 
I am glad that I can show you how one of them supports a child in the 
playground so that he can be part of the group, helping him how to follow 
the initiatives of the other children.
Even this teacher needs the help of the video and the Marte Meo principles. 
You can follow her effort to help this child in a couple of sequences from 
Þlms I have taken during the lessons.

Photos and video recordings during the workshop
It is obvious that itÕs impossible to show the ÞlmsÕ sequences from school 
work and at the same time let the persons in the Þlm stay anonymous.
I am so glad that the parents of the children and their teachers have 
given me permission to show you the Þlms.  As one parent said: ÒI wish 
all teachers could learn how to help children with behavioral disorders to 
develop well, but I donÕt want to Þnd Þlms of my child on the Internet.Ó

To be or not to be

Prof. Dr. Michele Noterdaeme
Clinic for Child and Adolescent Psychiatry and Psychotherapy, 
JoseÞnum, Augsburg, GERMANY

ãSince 1938, there have come to our attention a number of children 
whose condition differs so markedly and uniquely from anything reported 
so far, that each case merits a detailed consideration of its fascinating 
peculiarities.Ò
Leo Kanner, Autistic disturbances of affective contact 1943

Developmental Disorders
¥ Onset during infancy or early childhood
¥  Impairment or delay in the development of functions that are strongly 

related to biological maturation of the central nervous system
¥ Steady course, without remissions and relapses

Pervasive Developmental Disorders
¥ Qualitative abnormalities in reciprocal social interactions
¥ Qualitative abnormalities in language and communication
¥  Restricted, stereotyped and repetitive patterns of behaviour and 

interests.

Joint attention
It is at around 1 year of age that infants for the Þrst time begin to look 
where adults are looking ßexibly and reliably, use adults as social 
reference points, and act on objects in the way adults are acting on 
them. At around this same age, infants also begin actively to direct adult 
attention to outside entities using intentionally communicative gestures; 
this achievement is soon followed by the acquisition of skills of lin- guistic 
communication. What all these skills have in common is that they involve 
the referential triangle of child, adult, and some third event or entity to 
which the participants share attention.
Mundy et al. 1998, 2003, Paparella 2004

ClassiÞcation of ASD
¥ F 84.0 Childhood autism
¥ F 84.5 AspergerÔs syndrom
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¥ F 84.1 Atypical autism
¥  F84.9 pervasive Developmental disorder not otherwise speciÞ ed(PDD-

NOS)

Epidemiology

¥ Meta-analysis 34 studies PDD prevalence
¥ Median age: 8 years Fombonne 2005, J Clin Psychiatry

Not a rare disease

Age at diagnosis Kanner-Asperger
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Early recognition ASD
¥ 1999 (UK) Autism 5.5 years Asperger 11 years
¥ 2002 (USA) Autism 6.3 years
¥ 2005 (UK) Asperger > 3. years
¥ 2006 (CH) Autism 6 - 4.5 - 6 years
¥ Noterdaeme (G) Autism 6.1 years
Asperger 9.3 years

Childhood autism social interaction
1.  failure to use eye to eye gaze, facial expression, body psoture and 

gesture to regulate social interaction
2.  failure to develop peer relationships that involve a mutual sharing of 

interests, activities and emotions
3.  Lack of socio-emotional reciporcity, as shown by deviant response to 

otherÔs people emotions; a lack of modulation of behaviour according 
to social context ar a weak integration of social, emotional and 
communicative behaviours

4.  Lack of spontaneousl seeking to share enjoyment interests or 
achievements with other people (a lack of showing, bringing or pointing

Childhood autism communication
1.  A delay in, a total lack of,development of spoken language that is not 

accompanied by an attempt to compensate through the use of gesture 
or mime as an alternative mode of communication

2.  Relative failure to initiate or sustain conversational interchange (at 
whatever level of language skills are present), in which there is recipocral 
responsiveness to the communication of the other person

3.  Stereotyped and repetitive use of language or idiosyncratic use of 
words and phrases

4. Lack of varied spontaneous make believe or social imitative play

Leo Kanner
ãWords to him had a speciÞ cally literal, inß exible meaningÒ
Hans Asperger
ãImmer kommt uns bei den autistischen Psychopathen die Sprache 
abartig vor. Einmal ist die Stimme auffallend leise und fern, einmal geht sie 
monoton dahin, ist ein leierndes Singsang. Oder aber die Sprache
ist Ÿbertrieben moduliert, wirkt wie schlechte Deklamation.Ò
ãUnd noch eins: sie richtet sich nicht an einen Angesprochenen, sondern 
ist gleichsam in den leeren Raum hineingeredetÒ

Leo Kanner
ãAs far as the communicative functions of speech are concerned, there is 
no difference between the eight speaking and the three mute children.Ò
ãThus, from the start, language Ð which the children did not use for the 
purpose of communication Ð was deß ected in a considerable measure 
to a selfsufÞ cient, semantically and conversationally valueless or grossly 
distorted memory exercise.Ò

Hans Asperger
ãHšrt man den Burschen reden, so ist man Ÿberrascht, wie klug es aus 
ihm tšnt. Auch beim Sprechen wahrt er seine unbewegliche WŸrde, redet 
langsam, fast skandierend, voll Einsicht und †berlegenheit. Er gebraucht 
šfters ungewšhnliche Wšrter, manchmal aus der dichterischen Sprache,
manchmal in ungewšhnlichen Zusammensetzungen.Ò

Childhood autism RRB
1.  An encompassing preoccupation with one or more stereotyped and 

restricted patterns of interest that are abnormal in content or focus; 
or one or more interests that are abnormal in their intensity and 
circumscribed nature, though not in their content or focus

2.  Apparently compulsive adherence to speciÞ c, non -functional routines 
or rituals

3.  Stereotped and repetitive motor mannerisms that involve either hand or 
Þ nger ß apping or twisting, or complex whole-body movements

4.  Preoccupations with part-objects or non-functional elements of play 
materials (such as odour, the feel of their surfaces, or the noise or 
vibration that they generate.

Course
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Age at diagnosis: 7 years
Age at FU: 29 years

IQ >50

IMPAIRMENT
¥ SELF SUPPORT
¥ OCCUPATION
¥ FRIENDSHIP
¥ PARTNER
Howlin, Goode, Hutton, Rutter 2004 J Child Psychology and Psychiatry
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Psychopathologie CBCL

ADHS
¥ AufmerksamkeitsdeÞ zit
  - HyperaktivitŠtsstšrung (DSM-IV)
  - Unaufmerksamer Subtyp
  - Hyperaktiv-impulsiver Subtyp
  - Kombinierter Subtyp
¥ 3-Monats-PrŠvalenz aller Subtypen: 28% (Simonoff et al., 2008)

 Ð 10-14 Jahre alt; populationsbasiert; N=255
¥ PunktprŠvalenz aller Subtypen: 30% (Leyfer et al.,2006)

 Ð 5-17 Jahre alt; Klinikstichprobe; N=109
 Ð Unaufmerksamer Subtyp: 20%

ADHS
¥ Methylphenidat Ð Evidenzgrad II (RUPP 2005; Posey et al., 2007; Jahromi et al., 2009)

 Ð  N=72, 5-14 Jahre; ASD + HyperaktivitŠt; ãmittlereÒ Dosis = 0,25 mg/kg 
KG am besten, 3x tŠglich

¥ Dtl. Verbesserung der HyperaktivitŠt
¥ Aber: geringerer Effekt bei ADHS
¥ 49% Responder; 18% Abbruchrate wg. Nebenwirkungen
¥ NW: Appetitminderung, Schlafprobleme, gesteigerte IrritabilitŠt
 Ð N=66 (Subgruppe)
¥  Besserer Effekt auf HyperaktivitŠt/ImpulsivitŠt als auf Unaufmerk-

samkeit; hier Dosierung bis 0,5 mg/kg KG
 Ð N=33 (Subgruppe)
¥  Verbesserung der gemeinsamen Aufmerksamkeit, der Selbstregulation 

und der affektiven Regulation

Angst- und Zwangsstšrungen
¥ HŠuÞ ge KomorbiditŠt bei ASD (Leyfer et al., 2006; Simonoff et al., 2008)

 Ð Zwangsstšrungen: ca. 35%
¥ DD: Zwangsstšrung Ð stereotypes Verhalten
 Ð Angststšrungen: insbes. SpeziÞ sche Phobien; zusammen ca. 45%
¥ Medikation
 Ð CY-BOCS: Risperidon Ð Evidenzgrad I (Cochrane review Jesner et al., 2007)

 Ð SSRI: Citalopram, Fluoxetin untersucht
¥ Kein (!) Effekt auf stereotypes und zwŠngliches Verhalten
¥ Steigerung (!) der ãIrritabilitŠtÒ (King et al. 2009; Hollander et al., 2005)

¥ Bei HFA/Asperger-Syndrom
 Ð Kognitive Verhaltenstherapie bei Angststšrungen (Evidenzgrad II)
(Sofronoff et al., 2005; Wood et al., 2009)

Zwangsstšrungen Symptome
¥  Zwangshandlungen waschen, kontrollieren, wiederholen, ordnen, oft in 

Form von komplexen Zwangsritualen.
¥  Zwangsgedanken umschriebene BefŸrchtungen (vor Krankheit oder Tod, 

Urin, Kot und anderen ekelbesetzten Stoffen, Schmutz, Chemikalien, 
Bakterien).

¥ FragezwŠnge, Zwangsß uchen und Zwangsschimpfen.

Depressive Episoden
¥  KomorbiditŠt bei HFA/Asperger-Syndrom im Jugend und Erwachsenen-

alter (Leyfer et al., 2006; Simonoff et al., 2008; Sierlin et al., 2008)

¥ Medikation
 Ð Evidenzgrad III
¥ Mirtazapin (Posey et al., 2001)
¥ Verbesserung depressiver Symptome, Schlafstšrung und IrritabilitŠt
¥ Bisher keine randomisiert-kontrollierte Studie
 Ð  SSRI nicht bzgl. Dep. Untersucht, aber keine Verbesserung des CGI-I   

(King et al., 2009; Hollander et al., 2005)

¥ Psychotherapie
 Ð Keine Studien zu kognitiver Einzel-VT oder Gruppentherapie

Zusammenfassung
¥ Angststšrungen: sehr hŠuÞ ge KomorbiditŠt
¥ SSRI: nicht evaluiert, aber sehr wahrscheinlich nicht wirksam
 Ð Bei ASD und IQ > 80; kognitive Verhaltenstherapie in der Gruppe
¥ Zwangssymptome; ggf. Zwangsstšrungen
 Ð Risperidon (Evidenzgrad I)
 Ð Nicht (): SSRI (Evidenzgrad II)
¥ Depressive Episode/depressive Symptome
 Ð Studienlage unzureichend
 Ð Mirtazapin: Evidenzgrad III
 Ð SSRI: sehr wahrscheinlich nicht wirksam
 Ð Psychotherapie: nicht untersucht

Empirisch gut abgesicherte und anerkannt wirksame Verfahren
Verhaltens therapeutische Verfahren und Therapieprogramme, auch im 
Rah men von FrŸhfšrderprogrammen (Lovaas, 1987, Koegel et al., 2001)

Psychoedukative Programme wie TEACCH (Mesibov, 1997)

Medikation fŸr Begleitsymptome (McCracken, 2005, Poustka & Poustka, 2007)

Empirisch mŠ§ig abgesicherte Verfahren, aber potentiell wirksam
Training der sozialen Kompetenz, auch anhand von Theory of Mind 
Trainings, Social Stories oder gruppentherapeutischen Angeboten
(Gray, 2000, Baron-Cohen, 2004, Herbrecht & Poustka, 2007)

Empirisch nicht abgesichert, aber potentiell wirksam
Ergotherapie, Physiotherapie, Reittherapie, vor allem wenn in die 
Behandlungseinheiten lerntheoretische Elemente eingebaut werden 

Zweifelhafte Methoden ohne empirische Absicherung und ohne wissen-
schaftlich fundierten Hintergrund
Festhaltetherapie, DiŠten, Vitamine, Mineralstoffe, Sekretin, auditives 
Inte gra tionstraining, Irlen-Therapie, Facilitated Communication (FC), 
Affolter, Delacato

Was erschwert das Lernen?
¥ Erkennen: Was ist jetzt wichtig?
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¥ Umstellen auf neue Anforderungen
¥ Erhšhte Ablenkbarkeit
¥ Handlungsorganisation/Schritte einhalten /Zeitliche VerknŸpfung
¥ Schwierigkeiten in der rŠumlichen Orientierung
¥ Eindeutigkeit/Mehrdeutigkeit der Sprache
¥ Entscheidungen treffen, die eine eigene EinschŠtzung erfordern

Perspektivenwechsel - positiv
Autistische Kinder :
¥ Stehen Regelhaftigkeiten positiv gegenŸber
¥ Nehmen Dinge sehr genau
¥ Haben einen Blick fŸr Details
¥ Nehmen Bemerkungen genau
¥ Lieben Wiederholungen
¥ Kšnnen auf intensive Zuwendung verzichten
¥ Kšnnen sich intensiv mit einer Sache befassen
¥ Kšnnen sich Dinge lange merken
¥ Wissen meistens, was ihnen wirklich Spa§ macht

Perspektivenwechsel - negativ
Autistische Kinder mšgen es nicht wenn:
¥ Der Lehrer ist krank
¥ Heute ist etwas Besonderes los
¥ Sucht euch einen Partner
¥ Wir machen heute mal was ganz anderes
¥ Wir machen einen Ausß ug
¥ Wir feiern ein Fest
¥ Wir/Du sind/bist eingeladen
¥ Ich habe eine †berraschung fŸr dich
¥ Du darfst aussuchen
¥ Ihr dŸrft malen, was ihr wollt
¥ Gleich sind wir fertig

TEACCH
Treatment and Education of Autistic and related
Communication handicapped CHildren

1. Anpassung der Umwelt
2. Steigerung der individuellen FŠhigkeiten
Schopler 1997, Mesiboc 1997, Panerai et al. 1997, Ozonoff et al. 1998 Mesibov et al. 1997

TEACCH-Programm
¥  Enstehung im Rahmen eines Forschungsprojekts an der University of 

North-Carolina (1964)
¥ Eric Schopler und Robert Reichler grŸnden TEACCH (1972)
¥  Kontinuierliche wissenschaftliche Begleitung und Weiterentwicklung 

des Programms

Zentrale Begriffe bei TEACCH
¥ Strukturierung
¥ Strukturierung des Raumes
¥ Strukturierung der Zeit
¥ Strukturierung der Arbeit/Aufgaben
¥ Strukturierung von Material
¥ Aufbau von Routinen als Strukturhilfen
¥ Visualisierung

Vorteile von TEACCH
¥ Kein Dogma/ Integrativer Ansatz
¥ Bekanntes wird systematisiert
¥ Kein stures Training
¥ Individuell einsetz- und verŠnderbar
¥ Alltagstauglichkeit ist gut
¥ Auch andere Kinder proÞ tieren davon
¥ Ermšglicht Integration

Ebenen der Strukturierung
¥ Strukturierung des Raumes
¥ Strukturierung der Zeit
¥ Strukturierung der Arbeit/Aufgaben
¥ Strukturierung von Material

¥ Aufbau von Routinen als Strukturhilfen

Struktur des Raums
¥ †bersichtlichkeit
¥ Bereiche kennzeichnen
¥ Begrifß ichkeiten klŠren
¥ Feste Zuweisungen fŸr AktivitŠten
(Hilfsmittel: Klebeband, Teppichß iesen, Fotos, Schilder, Klebepunkte, 
Farbkarten,..)

Struktur der Zeit
¥  Visuelle Darbietung von Abfolgen von Ereignissen (Symbole, Wšrter, 

Zeichnungen)
¥  ã†berschaubarkeitÒ muss individuell festgelegt werden ( vom Tagesplan 

zum Jahresplan)
¥  Handhabung des Plans durch Kontrolle und †berprŸfung (Abhaken, 

Klammern, Abreissen)
¥ S ichtbarkeit an der Wand, in der Hand, am Platz) 

Strukturierung der Arbeit/Aufgaben
¥  Ziel: Mšglichst selbstŠndige DurchfŸhrung von TŠtigkeiten im Sinne der 

BewŠltigung eines Arbeitspensums/ einer Aufgabe
¥  Etablierung von ãArbeitssystemenÒ Bsp: Arbeitskiste/ Fertigkiste
Symbol oder Auftragskarten Karteikasten, Aufgabenliste, Was ist zu tun? 
Wieviel ist zu tun? Wann bin ich fertig? Was kommt danach?

DSM-V Task force
¥  Autismus-Spektrum-Stšrung keine Differenzierung mehr zwischen 

Autismus, Asperger
 - Syndrom, atypischem Autismus, PDD-NOS
¥  Soziale Kommunikation & Stereotypes Interesse & Verhalten nicht mehr 

drei Verhaltensbereiche
¥ Separate SchweregradeinschŠtzungen fŸr beide Bereiche
¥ ggf. Sprache, Regression, KomorbiditŠt als zusŠtzliche Codes

Was wirkt wirklich?
¥ Strukturierte Therapien
 Ð Klar deÞ nierte Nahziele, Absprache Eltern
 Ð Soziale Kommunikation
 Ð EigenstŠndigkeit
 Ð Motivation und Eigeninitiative berŸcksichtigen
 Ð Generalisierung
¥ Anpassung im Entwicklungsverlauf
¥ Behandlung der Begleitsymptome

Exploring the Hospital (behind the scenes)

Wolfgang Huber
Headteacher - Hospital School Ludwigsburg

Maria Schmidt
Secondary School Teacher - Hospital School Ludwigsburg
Committee Member for HOPE Section Germany

âExploring the HospitalÔ is a programme which the Hospital School 
Ludwigsburg has managed for many years.  About 8 times a year a group 
of students from a school in our area is invited to spend a day at our 
hospital and Þ nd out about processes and facilities behind the scenes.  In 
doing so, students learn about the wide variety of jobs in a hospital ( e.g. 
laboratory workers, telephone technicians, housekeepers, IT specialists, 
specialized nurses, electricians, physiotherapists, etc.).  They get to know 
the hospital as a signiÞ cant employer in our area and have the opportunity 
to speak personally with many professionals. At the same time the young 
people get a chance to correct their misconceptions about hospital and 
reduce possible fears.
When the students arrive in the morning they are divided in groups of 4.  
Each group is given an individual itinerary, time plan, and other documents.  
Then they Þ nd their way e.g. to the emergency room, the newborn ward, 
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the accounting department, the repair workshops, the operating theaters, 
etc.  At each stop they make contact with a speciÞc liaison person.  

At the end of the day all the students come together to share and present their 
experiences and impressions.  Someone from the personnel department 
answers their questions about school diplomas, apprenticeships, careers, 
internships and work experience.

The day at the hospital is prepared and followed up in lessons at their 
home school, e.g. in role plays about good manners, communication and 
presentation techniques.
The programme may serve the following aims for the visiting students:
¥ Reducing fears of the hospital as a place of illness and pain;
¥ Getting to know the hospital behind the scenes;
¥ Exploring possible career options for students aged 14 - 16;
¥ Initiating contacts for work experience or internships;
¥ Practising communication and presentation techniques; 
and for our school:
¥ PR for our hospital and our school;
¥ Strengthening our cooperation with schools in our area; 
¥ Networking with wards and departments in our hospital. 

Project Hospital-School-Home
Collaboration between Monza hospital school and the local 
school Ð Evaluation of a multiyear experience

Flavia Tarquini
Hospital Teacher - Istituto Comprensivo Salvo DÕAcquisto
Scuola in Ospedale Monza, ITALY

Angela Passoni
Hospital Teacher - Istituto Comprensivo Salvo DÕAcquisto
Scuola in Ospedale Monza, ITALY

Silvia Pertici
Assistente Sociale - Comitato Maria Letizia Verga,
Ospedale San Gerardo, Monza, ITALY

Fondazione Monza Brianza per il Bambino e la sua Mamma
Ospedale San Gerardo Monza, ITALY

One of the main aims of the Hospital School is to help children in hospital 
to keep in touch with their own local schools  as well as with everyday life.
The Monza hospital school is part of a group of 65 Italian hospitals 
included in  HSH@Network Project provided by the State Ministry of Edu -
cation.  The HSH-Monza project allows  children hospitalized in Monza  
Pediatric Haematology Unit to collaborate online with some classes of the 
local Elisa Sala Junior High School  in order to develop multidisciplinary 
projects by videoconference.
Since 2001/2002,  Junior High School students taking part to the project 
have been  requested to Þll in a form to evaluate teaching objectives and 
the emotional impact of the experience.
The aim of our  contribution is to present the evaluation method and the 
results of a multiyear monitoring and to reßect on the deep meaning of the 
collaboration between the  local territory and the hospital.
Evaluation method
¥  The evaluation has been carried out by giving Junior High School 

students  open answers questionnaries  about   previous knowledge of 
the hospital school,  evaluation of the use of the project: didactic and 
educational value,  personal feelings about the participation  

¥  The data have been analysed and discussed by the operators to test and  
redeÞne the project

Results
 According to the answers given by the Junior High School students, the 
videoconference has proved very useful  to get a better knowledge of the 
hospital school.
The experience of collaboration with the hospital school children has been 
considered a very positive one, both for its educational aspect and for its 

relational impact. 
Conclusions
Junior High School students,  while just sitting at their own school desks, 
have been offered the opportunity to enter the hospital classroom, to 
learn something about the everyday life in hospital, to get in touch with 
ill children and teenagers, to cooperate and to work in a condition of 
equality, overcoming together difÞculties and fears.  The project has been  
an important occasion to test how a situation of difÞculty can become 
an opportunity of integration and growth for the participants. When the 
hospitalized  students are ready to go back to their local schools, the 
products made together  not only represent their individualÕs experience, 
but also a concrete contribution to share with other people.

Parents as Partners

Tanja Becan 
Headteacher Ledina Hospital School, Ljubljana, Slovenia

WeÕll focus on 
¥  the need for cooperation between the parents and teachers,
¥  the prospects for successful cooperation between the parents and 

teachers,
¥  the possibility of parental non-participation,
¥  the alternatives when we, the teachers, cannot do anything.

PETERÕS  STORY 
Cooperation between parents and teachers of a sick child is necessary for 
effective teaching and childÕs inclusion.
Cooperation involving the doctor or multidisciplinary team on each ward 
is also necessary. 
PARENTS - TEACHER Ð DOCTOR, INTERDISCIPLINARY TEAM

Good cooperation between parents and teachers requires the 
following:  
Teachers should: 
¥   respect the sick child, 
¥   understand the sick child, 
¥   respect the parents of the sick child, 
¥   understand what the sick childÕs parents think and experience. 

Parents should: 
¥  love, understand and respect their child,
¥  respect the teachers,
¥  understand what the sick childÔs teachers think and experience. 

Teachers and parents should: 
¥  listen (not only talk) to each other,
¥  establish a relationship of mutual trust,
¥  cooperate towards a common goal Ð the childÔs best interests. 

PARENTS AND TEACHERS AS PARTNERS 
CHILDÕS BEST INTERESTS

What does it mean to work for childÕs best interests? 

What should a teacher know about the parents of a sick child?
The sick childÕs parents deal with issues the average parent doesnÕt have 
to deal with: 
¥  They worry about their childÕs health. 
¥  They worry about their childÕs life. 
¥  They worry about their childÕs future. 
¥  They feel fear. 
¥  They face trying to accept their childÕs illness and go through denial, 

anger, bargaining, and Þnally acceptance. 
¥  They face the stress of additional obligations, including travelling to and 

from the hospital for regular visits. 
¥  They are burdened with guilt. 
¥  They are burdened Þnancially. 
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¥  They struggle with keeping their family life and partnership intact. 

What should a teacher know about the parents of a sick child?
o LOVE
o CONCERN FOR THE CHILD
o FEAR 
o WORRIES

What should parents need to know about the teacher of their sick child? 
The teacher: 
¥  worries about the sick pupilÕs life and well-being, 
¥  cares about teaching the sick pupil in the most effective way possible, 
¥  cares about teaching the sick pupil in a way that would not cause any 

further illness, 
¥  worries that the teaching tasks will not be fulÞlled. 

o CONCERN FOR THE PUPIL
o DEVOTION/LOVE
o FEARS 
o WORRIES

What should parents/teachers know about their sick child/pupil? S 15
The sick child wants, like any child, to be diligent and successful. 
The sick child did not choose to have a serious disease. 
The sick child wants to be healthy, just like any other child. 
The sick pupil does not want special treatment. 
The sick child cares about their parents and doesnÕt want them to worry. 
The sick child may be afraid of  having no friends. 
The sick child may fear not being able to live with the disease. 

o BE THE NORMAL CHILD 
o LOVE
o CONCERN 
o FEAR 
o WORRIES

Parents of a sick child usually Þnd it difÞcult to believe and trust other 
people in terms of caring for their child. 
They often believe that only they themselves know what is best for their child. 
We need to obtain the conÞdence of a sick childÕs parents. 

TRUST - JOINT COOPERATION
How does a teacher gain the conÞdence of parents?
ConÞdence is gained by: 
¥ Understanding the childÕs and parentsÕ feelings. 
¥ Respecting and observing the parents.
¥ Respecting and appreciating their child.
¥ Demonstrating a  responsible attitude toward the school work.
¥ Demonstrating a devoted relationship to their child.

Sharing a teaching plan for their child that is: 
¥  clear 
¥  transparent 
¥  appropriate 
¥  useful 
¥  realistic 
¥  Demonstrating a competent knowledge base. 
¥  Demonstrating that the childÕs best interests are being kept foremost 

in mind. 

WHAT WENT WRONG IN PETERÕSSTORY?
¥  The parents were not able to accept their sonÕs disease; because of their 

lack of acceptance, they remained angry at the entire world. 
¥  The parentsÕ inability to accept the sonÕs disease was compounded by 

their own health problems and partner relationship issues. 
¥  They were not able to see what was best for their child.

FAIL TO SEETHE BEST INTEREST OF THEIR CHILD
FAILURE 
Competence of a sick pupilÕs teacher to accept the failure 

What can we do when we cannot do anything?
¥  WAIT TILL THE RIGHT TIME COMES? 
¥  TRY T0 CONVINCE PARENTS? 
¥  TO PUT PRESSURE ON THE PARENTS? 

TO CONCLUDE
¥  MUTUAL RESPECT BETWEEN PARENTS AND TEACHERS 
¥  MUTUAL TRUST 
¥  JOINED PARTICIPATION 
¥  CHILDÕS BEST INTERESTS = PARTNER RELATIONSHIP BETWEEN 

PARENTS AND TEACHERS

It is best if a man can say: ÔI did what I could and knew. I have a clear 
conscience.Õ Honesty is the fact that you have for your profession sufÞcient 
knowledge and cultural heart that you can perform for the beneÞt of man. 
(Joze Plecnik)
        
Is PeterÔs story my failure?

Individual development within the framework of project-ori entated 
teaching at the hospital school of Heckscher Klinik, Depart ment 
Rottmannshšhe

Elisabeth Fuchsenberger
Dipl. PŠdagogin, StudienrŠtin im Fšrderschuldienst
Schule an der Heckscher-Klinik, Munich, Dpt. Rottmannshšhe

Rottmannshšhe consists of an outpatient as well as a stationary 
department for mainly juveniles ranging in age from 13 to 18, who are 
there for various disturbance patterns, such a eating disorders, psychoses, 
anxiety and obsessive-compulsive disorders.
42 juveniles are accommodated in single or double bedrooms and three-
bed rooms in three wards. All wards are mixed with boysÕ and girlsÕ 
bedrooms.
A large variety of therapeutic methods are applied: kinesitherapy, work 
and occupational therapy. The juveniles will undergo individual therapy 
regularly and an individually coordinated programme of therapeutic 
methods in a group.
The methods are manifold and apart from behaviour therapy, which is of 
prime importance, experience-orientated methods and the method of 
depth psychology are included.

Regular talks with parents or the whole family serve the purpose of 
mutual information, the maintenance of contact with families and the 
solution of relationship problems. Whenever it seems sensible and helpful, 
psychotherapeutic methods of treatment are applied.

The spacious estate overlooking Lake Starnberg offers the young patients, 
apart from therapy,
various leisure activities, such as an indoor pool, a sauna, a gymnasium, a 
nursery plant, a sports ground and a tennis court.
The young patients, who are still required to attend school, are taught 
by four special education teachers, one remedial teacher, four grammar 
school teachers, one needlework / food technology teacher. They are 
divided into four groups (about ten juveniles each) with the four special 
education teachers being in charge of the individual groups. 

Class of orientation (Orientierungsklasse): The students in this class still 
have problems concerning achievement and often can attend only few 
lessons in the mornings.
Class 7/8: Students of years 7 and 8 of all types of schools are in this 
study group.
Class 9: Students of year 9 are together in this study group. At the end 
of that school year students can take tests to gain a special qualiÞcation 
(QualiÞzierender Hauptschulabschluss).
Class 10+: Students of year 10 and older are taught in this class.

The students are not necessarily divided into groups according to types 
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of schools but to their stage of development as well. Therefore younger 
students of class 8 may join class 9 if their standard of performance and 
development is equivalent to that age group.
And students after the time of compulsory education who are to be 
observed, for example in the course of a psychosis therapy, can attend 
school again.
All teachers teach in all four study groups so that they will get to know all 
students. Thus, learning disabilities and inefÞciencies can be revealed and 
gaps can be Þlled much better.
Comprehensive and cooperative observation can help the juveniles to be 
successful in their school careers.

When juveniles leave the hospital school they will either go back to their 
former school or  can attend a school near the  clinic. In this way they 
can take part in therapies but at the same time they can enjoy ÒnormalÓ 
school life. If attendance at their former school seems to be inappropriate 
for various reasons, the social service at Rottmannshšhe will Þnd a 
suitable school or facility for them. Their transfer to this institution will be 
observed by their teachers in the frame of a special mobile service (MSD 
Ð sonderpŠdagogischer, mobiler Dienst), if necessary.

The individual school careers and age groups of our students make a 
differentiation and individualization of teaching urgently necessary. This 
aim can be realized by projects, which are organized about six times a 
year. The projects are usually structured as follows:
The students come together in one classroom (Their number is about the 
size of a ÒnormalÓ class). The topic is presented by the teachers but the 
students do have the chance to make amendments or improvements. 
Several work teams are formed who work on individually chosen parts 
of the topic by applying different modes of operation. According to their 
ability and competence they work individually on the same subject-matter 
and present their results to the other teams at the end.
The projects are meant to cover the contents of the curricula of the various 
types of schools. But the aim is to Þnd a cross section of the contents. A 
recent example was the topic ÒGermany in the 20th centuryÓ, which could 
be dealt with in an interdisciplinary way and in various age groups.
At the end of each project after two weeks there is a joint event, e.g. party, 
dinner, fashion show through the centuries, outing.
The long-term effects of a successful learning process and a positive or 
negative feedback of the students will be evaluated in the end.
Thus, students can be treated individually, their strengths and weaknesses 
analysed and learning in a group (teamwork, social learning, strengthening 
of their self-conÞdence) can be developed.
In this way of learning there is no performance appraising, marking of tests 
and pressure to perform. Particularly patients with a school phobia and social 
anxiety disorders will develop a positive attitude towards learning and school 
and that will help them to recover from their negative mental disposition.

After a tour of the school and clinic the participants of the workshop 
became acquainted with our special way of learning, and by means 
of comprehensive Þlm material they got an impression of the project-
orientated and individual teaching at Rottmanshšhe.

Talk 2 me: - Migration und Sprache - Sprache als Instrument der 
Integration - Was tun bei Sprachstšrungen?

Dr. med. Martin Sobanski
Facharzt fŸr Kinder- und Jugendpsychiatrie und Psychotherapie
Facharzt fŸr Kinder- und Jugendmedizin
OberŠrztliche Leitung der Abteilung Sprach- und
Entwicklungs stšrungen, Heckscher-Klinikum

Sprachliche Kommunikation ist ein wesentlicher Mediator interpersoneller 
Beziehungen. Stšrungen der Sprache wirken sich daher potentiell als 
Gefahr fŸr die Integration von Menschen in ihrem Umfeld aus. Etwa 
5-7% aller Kinder sind von einer sog. Teilleistungsstšrung im Bereich 
Sprache betroffen. Diese expressiven und rezeptiven Sprachstšrungen 
gehšren damit zu den hŠuÞgsten Entwicklungsstšrungen. Bei genauer 
Diagnostik Þnden sich zudem regelmŠ§ig neurokognitive DeÞzite, 
welche sich klinisch und im Schulalltag auswirken kšnnen. Auch bergen 

Sprachentwicklungsstšrungen ein hohes Risiko fŸr die Ausbildung 
psychiatrischer Stšrungen.
Bis vor wenigen Jahren war die Forschung im Bereich der Sprachstšrungen 
rein monolingual geprŠgt.  Mehrsprachigkeit ist heute weltweit eher 
der Normal- als der Ausnahmefall.  Globalisierung und zunehmende 
Migrationsbewegungen lassen dies auch in Deutschland deutlich werden.  
Dabei kann Mehrsprachigkeit als Risiko und als Chance betrachtet 
werden. Wie allerdings wirkt sich eine Sprachentwicklungsstšrung bei 
Mehrsprachigkeit aus? Erkennen wir die speziÞsche Stšrung genau genug, 
um die Hochrisikogruppe âSprachstšrungen bei MehrsprachigkeitÔ  weder 
unter- noch Ÿberzudiagnostizieren?   
Die Ergebnisse der PISA-Studien in Deutschland zeigen eine Benachteiligung 
von Menschen mit Migrationshintergrund im Schulsystem. Kinder mit einer 
Sprachstšrung sind mit einem zusŠtzlichen Integrationsrisiko behaftet.
 
Das Impulsreferat wird schlaglichtartig die Themenkomplexe âMigration 
- Mehrsprachigkeit - Sprachentwicklungsstšrung - psychiatrische 
KomorbiditŠt und PrognoseÔ beleuchten. Klinische Fallbeispiele 
sollen exemplarisch die LebensumstŠnde von betroffenen Kindern 
verdeutlichen. Im zweiten Teil des Workshops sind DiskussionsbeitrŠge 
zu den angesprochenen Themen erwŸnscht. Sehr willkommen sind 
zudem Berichte Ÿber die entsprechenden Versorgungsstrukturen in den 
HerkunftslŠndern der Workshopteilnehmer.
(see website: www.hope2010.eu)

ÒChild Life ProgramsÓ
Integrating the educational, recreational and emotional needs

Olga Lizasoain
Dpt. Of Education, University of Navarra, SPAIN
       
 
INTRODUCTION
¥ This communication focuses on the American Child Life programs
¥ designed to meet the educational and psychosocial needs of paediatric 
patients and their families generated as a result of hospitalization and 
illness
       
 
What is the purpose of my presentation?
1.  Through this communication is intended to show a speciÞc pattern of 

action as a mean to inform and promote the work of European hospital 
teachers with the idea to push them go far

2.  To insist on the idea that together with academic activities and the 
school curriculum is essential to take into account recreational and 
emotional aspects, focusing on the speciÞc situation of illness and 
hospitalization of the students, including family support

3.  And to stress that Hospital teachers must integrate all this in their role, 
always collaborating with all professionals involved in the care of young 
patients.

       
 
Objective of the Child Life programs
In a general way, they have the goal of normalizing the life of young patients 
and their families basis on an environmental approach that involves health 
professionals, schools and the wider community.
       
 
More speciÞcally, I will focus on Þve points of these programs: 
 
I Psychological intervention
II Recreational intervention
III Family intervention
IV Interdisciplinary collaboration
       
 
Starting with the Þrst point:   Psychological intervention
I can say that a central aspect in the major objective of the Child life 
program is to reduce patientÕs fears and anxiety caused by hospitalization 
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and illnesst At the same time a great importance is done to inform 
properly about illness, treatments and hospital context  Information and 
preparation for hospitalization are offered using the following strategies:
       
 
SpeciÞc Intervention Strategies
INFORMATIVE TECHNIQUES
 Sensory and procedural information
 Interview
 Videos
 Guided Tour

BEHAVIORAL TECHNIQUES
 Filmed models
 Molding
 Relaxation
 Positive reinforcement

COGNITIVE TECHNIQUES
 Distraction
 Guided imagery
 Desensitization
       
 
These strategies are used to Þght some negative elements that characterize 
the pediatric hospitalization such as:
 Isolation
 Limitation of movement
 Depersonalization
 Dependence
 Loss of privacy
 Poor information
 Restriction of visits
 The lack of decoration and furniture appropriate
 Medical gowns and uniforms
       
 
Child Life Programs also aim to combat the main fears of preschool 
children facing to hospitalization:
 to be abandoned by their parents
 fear of the unknown
 to see hospitalization as a punishment for a bad behavior they have had

Child Life Programs also pursue to combat the main fears of school 
children facing to hospitalization:
Pain
Anesthesia
Body Mutilation
Losing their school desk and place in class (in regular school)
       
 
And in the same way, Child Life Programs also aim to combat the main 
fears of adolescents facing to hospitalization such as:
 Dependence on parents and health care professionals
 Lack of activities
 Restriction of visits (friends and classmates)
 Hospital rules and routines
 Loss of control (specially during anesthesia

Continuing with the second main point of the Child Life programs
II- Recreational or playful intervention The value of play and recreational 
activities are also emphasised as instruments to offer medical information 
to children, as effective distracters against pain and as instigators of 
feelingsÕ expression.
       
 
And what is the importance of play for children?
 Provides comfort and conÞdence
 It is a Means of communication

 A Way to express feelings
 And Channels to receive information
 Through play children can socialize with other children
 And they develop also physical and mental functions

Regarding point three of the Child Life programs:
III - Family intervention What is interesting to notice is that the program 
aims to address the needs of the entire family helping parents to better 
cope with the situation of childhood disease and even supporting brothers 
and sisters.
       
 
Family as a system several interrelated parts
 a change in one part affects other parts
 there is a tendency to balance

The intervention is aimed at reducing:
Overprotection of the child by their parents excessive involvement of the 
mother in the disease
Lack of organization
Family conßict
Emotional block
Focus all the family problems on illness

Impact of the illness on siblings Siblings can be regarded as the Òforgotten 
childrenÓ in this process
       
 
Guidelines of Intervention focused on siblings are:
Give them information about the illness Develop attitudes to cope with 
difÞcult situations in a constructive way Expression of feelings towards the 
ill sibling (jealousy, guilt, shame, sadness or abandon)
Develop their own life project (compatible with responsibilities derived 
from the dare of the ill sibling

And the last point of the Child Life Programs I want to focus is IV-
Interdisciplinary collaboration cooperation among all the professionals 
involved is a fundamental aspect of the program

Here the principal actors
Doctor
Surgeon
Nurse
Psychologist
Teacher
Volunteers
Clowns
Cleaning staff

Besides specialists in
Art therapy
Music therapy
Pet therapy
etcetera etcetera etcetera

The starting point of this Child Life Programs
Is The Association for the Care of ChildrenÔs Health (ACCH) (founded in 1979)
that In 1982 has been founded the Child Life Council (CLC) 
as a non proÞt organization focused on pursuing a vocational training
for persons engaged in the Child Life programs
In 1998 is developed an ofÞcial certiÞcation to become a Child Life 
Specialist
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The Child Life specialist
Several American universities offer postgraduate intensive courses, 
usually one
year, to become a Child Life Specialist 
These courses consist of knowledge and skills to work in the Þeld of child 
and adolescent inpatient

To conclude my presentation:
I would stress that the main difference between hospital pedagogy in 
Europe and Hospital Pedagogy in North America focuses on:
the importance given there to speciÞc psychological training programs for 
hospitalized children and teenagers
Along with this, emotional support and guidance provided to the families 
of pediatric patients

However, the best approach in the Þeld of child illness and hospitalization 
is not exclusive to the American model or any model 
is only one, of many ways, to carry out the hospital pedagogy
It is therefore necessary that every professional, each teacher, make the 
best synthesis and adaptation of models, programs, strategies and ideas
all this in order to act in the best possible way

Managing complex medical cases and education

Marie Sherlock
Assistant Head Teacher, Chelsea Community Hospital School

Maria Marinho
Assistant Head Teacher, Chelsea Community Hospital School

Frederic Irigaray
ICT Projects Manager, Chelsea Community Hospital School

Chelsea Community Hospital School London, London, UK
¥ Based in 4 hospitals across West London.
¥ Mixture of general and specialist centres.
¥ Maria Marinho 
¥ Fred Irigaray 
¥ Marie Sherlock

Part 1
Managing complex medical cases and education: James
Marie Sherlock
Assistant Head Teacher, Chelsea Community Hospital School, London, UK

¥  Do you have legislation in your country to protect the educational needs 
of children with a medical and mental health condition?

¥  If so, is it meaningful?
¥  Can you suggest other ways in which this could have been dealt with 

differently that might have made for a quicker and smoother resolution?
¥  How can we support schools in understanding that many chronic 

conditions can impact on individuals in very different ways?
¥  How might you have dealt with this?

James
¥  14 year old boy in Year 9 at a local comprehensive school.
¥  Diagnosed at 18 months with asthma
¥  He is one of six children in the family. Five of the six children have a 

chronic condition.
¥  1 with coeliac disease, 2 with asthma, 2 with excema (one of these 

children receives supplementary nutrition via a gastrostomy peg).
¥  Increasingly his asthma was becoming more difÞcult to manage and 

both Daniel and James were under the care of a consultant at the Royal 
Brompton Hospital a tertiary referral centre.

¥  Both boys are described as being in the worst 5% of asthma sufferers.

A few facts about asthma in the UK
¥  1.1 million children in the UK have asthma.
¥  There were 1,204 deaths from asthma in the UK in 2008.
¥  On average, 3 people per day or 1 person every 7 hours dies from 

asthma.
¥  61% of people with asthma say that their asthma stops them from getting 

a good nightÔs sleep.
¥  On average there are two children with asthma in every classroom in 

the UK.
¥  Every 17 minutes a child is admitted to hospital in the UK because of 

their asthma.
¥  One in 8 children under 15 with asthma symptoms experience attacks 

so severe they canÔt speak. 
Legislation to support pupils with a chronic medical or mental health 
condition
¥  The Children Act 1989
¥  This Act imposes a general duty on local councils (under which education 

departments come) to provide a range of services to âchildren in needÔ 
in their area.

¥  Asthma comes under the Disability and Discrimination Act 1995 and is 
considered an unseen disability.

¥  Under the Equality Act 2010, a child with a disability has the right to be 
treated fairly at school.

¥  Access to Education for children and young people with Medical needs 
Ð document Reference: 0025/2002

¥  Access To Education For Children With Medical Needs: A Map of Best 
Practice RB303

¥  Meeting the Educational needs of Children and Young People in Hospital 
0112711359

Meeting No.1
¥  Following initial discussions with the SENCO (Special Education Needs 

Coordinator) a meeting was set for June 2009.
¥  We suggested that the school consider assessing James for a Statement 

of Special Educational Needs.
¥  Request that staff be updated about the severity of JamesÕs condition.
¥  Regular reviews of JamesÕs IEP (Individual Education Plan).
¥  Home Tuition.
¥  The outcome on that day lacked any formal commitment from the school.
¥  The SENCO said that she couldnÕt justify any funds from her budget to 

support James at this point as he was doing ÔokÕ academically.
¥  During this meeting both myself and JamesÕs mother argued the need to 

consider the future for James.

The School Agreed To
¥  Move the boys on School Action Plus.
¥  Improved communication between home and school.
¥  Ensure that all teachers working with James had a termly update on his 

condition and the impact of his treatment regime.
¥  The SENCO to discuss the case with the Educational Psychologist

The Reality
¥  No communication with home nor hospital school.
¥  No IEPs written for the boys.
¥  No follow-up from the school regarding the conversation with the 

Educational Psychologist.
¥  Responsibility for collecting and catching up with work was still with 

James.
¥  Contacted the Senior Educational Psychologist for the area.

Meeting No2!
¥  Happened in November 2009.
¥  Attended by the SENCO, mother, James, the Educational Psychologist 

and myself.
¥  A clear description of JamesÕs life with asthma was given to the Ed. Psych.
¥  James described his own feelings of falling further and further behind.
¥  Same ad hoc support for James, Ôcome to the Inclusion Room when you 

wantÕ.

¥  ÔDisability Living AllowanceÕ.
¥  The Ed Psych said he would investigate a computer based learning 
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option for the school.
¥  James to undergo a psychometric assessment with the clinical 

psychology department at Brompton.

The Reality Again
¥  Surprise! Surprise! No feedback from the school nor the Educational 

Psychologist.
¥  Psychometric Assessment results.
¥  James prescribed Prozac.
¥  An overwhelming lack of support from all the educational services again.
Where Next ?
¥  A letter to the Head Teacher and the Chair of Governors for the school
¥  The letter was also sent to;
¥  the SENCO,
¥  the Educational Psychologist for the school
¥  the senior Educational Psychologist for the Local Authority
¥  Head Teacher of the hospital school
¥  James and his parents
¥  the Chief Executive for the schoolÕs Local Authority.

The Outcome
¥  A third meeting called by the school in June 2010.
¥  SENCO, mother, James, the educational Psychologist, myself and the 

head teacher for the school.
¥  Updates given on JamesÕs wellbeing.
¥  Academic results indicate that James is not achieving in line with his ability.
¥  School agree to progress with assessing James for a statement.

Aftermath
¥  All necessary assessment and documentation collated for a special 

needs panel review within 2 weeks.
¥  James was granted a statement which means;
¥  his educational needs are protected until he is 19 yrs old
¥  they are reviewed yearly.
¥  He now has a tutor assigned to him all the time who works with him 

between school, home, and hospital.
¥  The SENCO has retired and her replacement has forged a real relation-

ship with James.

James
¥  Does legislation in your country protect the needs of children with a 

medical and mental health condition?
¥  Can you suggest other ways in which this could have been dealt with 

differently that might have made for a quicker and smoother resolution?
¥  How can we support schools in understanding that many chronic 

conditions can impact on individuals in very different ways?
¥  How might you have dealt with this?

Part 2
Managing complex medical cases and education: Transition
Maria Marinho
Assistant Head Teacher, Chelsea Community Hospital School, London, UK

Background
¥  14 year old girl
¥  Living with father & brother 
¥  Referred to the hospital school for home tuition having moved into the 

local area 
¥  Had not attended school for 10 months prior to referral
¥  Psychiatric team heavily involved.

Previous History
¥  Previous psychotic episode at age 12 possibly linked to anti-malarial 

medication
¥  Hospitalised for 6 months 
¥  Successfully transferred to small tuition unit for rehabilitation and 

successfully returned to mainstream school 
¥  Lenesha and her brother lived with their mother but visited their father 

who lived separately.  

Referral Information
¥  February 2009 mother died
¥  Lenesha and her brother moved to live with their father in a different 

part of the city. 
¥  Lenesha presented with a range of psychiatric symptoms requiring 

intensive intervention however she was not admitted to hospital. 
¥  She refused to engage with some members of the psychiatric team 

First Meeting Between Hospital School and Lenesha
¥  She had not left the house for several months 
¥  She remained all day in her night clothes 
¥  She did not make eye contact 
¥  She spoke in a very quiet voice only to answer direct questions 
¥  The room was dim and chaotic 
¥  She said she was interested in learning and liked English and ICT 

Planning Input
¥  Needed an experienced staff member who could develop a trusting 

relationship 
¥  Needed to build a trusting relationship with her father
¥  Needed to work very closely with the psychiatric team 

Plan
¥  Request made to education authority for 10 hours teaching input per 

week. 
¥  Refused and only 5 hours input was authorised 
¥  Initially one female staff member to visit 3 times per week. 
¥  Focus on subjects of interest and core skills, English, maths science 

and ICT 
¥  Laptop with internet access provided with facility to message teacher 

outside of allocated slots 

Issues to consider
¥  Lenesha did not know what caused her mothers death 
¥  Father was very concerned about her vulnerability and her ability to 

return to her previous sociable self.
¥  Very little progress with psychiatric input 
¥  Lenesha was concerned that her tuition was linked to a hospital school 

as she was highly anxious that she would be admitted to hospital again 
as she had been when she was 12 

Actions taken by tuition team
¥  Focus of input was to develop a positive and trusting relationship that 

would support Lenesha to move out of the house for short periods of 
time 

¥  Activities organised that gave Lenesha some control
¥  Focus on bringing the outside world to her through the laptop, giving 

access to her teacher and a view of the hospital school classroom 
¥  Frequent reference made to next steps outside the house 

DifÞculties
¥  Level of grief and anxiety extremely high 
¥  Too much for one staff member 
¥  Father feeling powerless 
¥  LisaÕs refusal to engage with the psychiatric team 
¥  Additional pressure placed on teacher to focus on aspects of the 

psychiatric teams work because the teacher had developed a positive 
relationship with Lenesha 

Positive Aspects
¥  Lenesha appeared to value input from the hospital school 
¥  She liked her teacher
¥  Good communication between the range of professionals involved in 

the case
¥  Father supportive of input 

Turning Point
¥  Father re-established links with maternal aunt following advice from 

psychiatric team 
¥  Lenesha began using messenger frequently with her teacher and was 

curious to see the classroom in the hospital via video link 
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¥  Aunt persuaded Lenesha to go shopping one weekend 
¥  Aunt agreed to accompany Lenesha to the Hospital School for a short 

visit 

New Start
¥  Lenesha agreed to attend hospital school for afternoon sessions 
¥  This quickly became full days 
¥  Lenesha worked 1-1 with a teacher in the classroom
¥  She needed a lot of support to access learning tasks
¥  Initially she did not engage with any other students 

What next?
¥  It was clear Lenesha had some underlying learning difÞ culties as well as 

her current psychiatric illness
¥  Before considering a return to mainstream school in the future she 

would need a full educational assessment to establish her special needs
¥  The hospital school arranged this and this was carried out within the 

legal timeframe. 

LisaÕs re-engagement with the world.
¥  Lenesha has become increasingly conÞ dent at the hospital school and 

with her Aunt and cousins 
¥  She has started to engage positively with the psychiatric nurse and work 

has begun on re-learning social skills and skills for life. 
¥  She is enjoying the interaction with other young people and the staff at 

the hospital school 

Current Issues  
¥  Lenesha has an educational statement: a legal document stating what 

support must be provided for her to manage at school
¥  She is in her Þ nal year of compulsory schooling.
¥  Lenesha and her father have differing views on what would be a good 

school placement for her 
¥  Lenesha remains very vulnerable but desperately wants to be with other 

young people in a Ônormal school settingÕ 

Where we are now
¥  Lenesha is slowly developing her conÞ dence in learning and in life skills 
¥  The education authority is looking for a suitable school 
¥  LisaÕs father is ill, though Lenesha is not aware of how ill he is. 

Key Questions
¥  What approach would you have taken with this case?
¥  Where would Lenesha be placed after the hospital school in your country ?
¥  How would you work with the other professionals on this case?

Part 3 
Managing complex medical cases and education: Godi
Frederic IRIGARAY 
ICT Project Manager, Chelsea Community Hospital School, London, UK

Case history
¥  Godi is a 15 years old boy 
¥  Admitted to hospital after a major stroke
¥  Godi was a normal boy very friendly and sociable
¥  Unable to communicate or move any parts of his body
¥  Communicate by eye pointing for yes/no.
Use an alphabet chart to spell out key words
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School introduction
¥  Godi physically came to school after 2 weeks spent in PICU where he 

received lessons by his bed
¥  He likes football and enjoys making Þ lms and animations. 
¥  He has been introduced to the idea of making an animation about his 

favourite football team.

Planning the animation 
¥  DeÞ nition : A simulation of movement created by displaying a series of 

pictures
¥  Creating story board using alphabet chart
¥  Setting up the laptop by his bed
¥  Setting up the camera 
¥  Setting up backgrounds and characters
¥  Introducing Godi to the switch technology (using head switch to 

command the laptop) 

Discussion
¥  Why was this case successful? 
 - Being part of a multi disciplinary team
 - Have everyone on board helped a lot.
 - It was a special case 
¥  What was it that made GodiÕs story different?
 - GodiÕs self consideration
 - ParentsÕ determination
 - Medical team was very involved
 -  Flexibility of the school (as a school member of staff can be called for 

special case)
 - Relationship between Godi and the staff
 - PhysioÕs timetable gets Godi ready for school... 

Report about the Timsis workshop 19

Christine Walser
Teacher/Special Needs Teacher, Zurich, SWITZERLAND

TIMSIS is the abbreviation for ÒTeacher in-service training material 
concerning pupils with serious and chronic illnesses in both regular and 
hospital attached schoolsÓ. It started 2004 as an EU funded COMENIUS 
2.1 project, in which a group of teacher training institutions as well as 
hospital schools from six countries (Czech Republic, Finland, Germany, 
Hungary, Norway and Russia) developed web based information material 
focusing on the re-integration of severely or chronically ill pupils into their 
home schools. It is the aim to facilitate the ill pupilsÕ way back to normalcy.
Following an agreement between HOPE and Ludwigsburg University 
of Education (Germany), which was the coordinating institution of the 
Comenius project in 2007, HOPE is now hosting the TIMSIS material.
The material addresses itself to teachers and parents as well as ill pupils 
and their classmates. So far two sets of material (a short and an extended 
version) have been developed which focus on seven of the most common 
diseases in childhood and adolescence: ADHD, Asthma, Childhood Cancer, 
Cystic Fibrosis, Diabetes, Eating Disorders, Epilepsy and a chapter on 
General Information.
At the HOPE congress in Tampere, Finland (2008), TIMSIS became a HOPE 
Workshop (Workshop 19) and since then information in Þ ve new languages 
and two new diseases were added so that there are information in twelve 
languages (English, German, Finish, Hungarian, Norwegian, Czech, 
Russian, Spanish, French, Italian, Portuguese, Slovenian) and about nine 
diseases (allergies, ADHD, asthma, cancer, diabetes, CF, eating disorders, 
epilepsy, immune disorders).
At the HOPE congress in Munich, Germany (2010), the workshop 19 
TIMSIS met, looked back, evaluated its work, elected two new workshop 
leaders and made future plans. Soon there will be guidelines available on 
the webpage for translators and authors of new diseases.

Use it or lose it! 
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If you are a committed teacher who works (also) with chronically or severely 
ill children you can proÞ t from the precious information and send the link 
to your colleagues, patients and their parents. We know that information 
is a crucial point for the inclusion of our patients! 
If you can offer translation for free or you are able to start a new disease 
(always in English Þ rst), please do not hesitate and contact the workshop 
coordinators. If you Þ nd something which is not correct or should be 
updated, please help us with more suitable or new information. 
http://www.hospitalteachers.eu/ click then on TIMSIS

E-Junkie
Dr. Helmut Wittmann
Ministerialdirigent a.D., Bavarian Ministry for Education 
and Cultural Affairs    

Internet Protection for Children and Young People
1 Internet as Oppor tunity and Risk - Facts
É
2 Consequences and duties for schools / society
3 Internet and protection of young people in school practical experience
4 Initiatives in Bavaria
1 Internet as Opportunity and Risk - Facts
Under the heading ãStraying in the virtual worldÒ the Chiemgau Wochenblatt 
(rural district Traunstein, Bavaria) reported on April 28th, 2010

ãThe internet is curse and blessing together. According to police reports a 
pupil in 5th grade was excluded by a head teacher in our region. The boy 
was addicted to the Internet. He couldnÔt cope with reality and had to be 
sanctioned.Ò

An extreme case Ð yes, but surely no isolated case!
On one hand there is the omnipresence of the Internet with its professional 
commercialization strategies and on the other is the
schoolÔs and parental responsibility for education and socialization.

Computer/ New Media/ Internet

are of prime importance in private life, school and profession. As tool,
device for inquiries, extension of information, sorting and entertainment
(ã4 th cultural techniqueÒ)
but:
ãThe majority of children and young people has quick access to
them, use the media intensively and have become an important
target group for products.Ó
The youth endangering quality of individual offers as well as the
misuse of media offers and data can lead to children and young
people being endangered.Ó
Proclamation of the Bavarian State Ministry of Education and Religious Affairs regarding media education

from Oct. 15th, 2009

1.1 Internet Use: Contents and Extent
Youth today:
ãdigital nativesÒ (in comparison to many parents and teachers)
with complete equipment: e.g. computer, Internet, handy,
webcam, mp3-player, tv (vgl. JIM Ð Studie 2009)

Negative effect through negative contents and extrem time usage
¥  violence
¥  political and religious extremism
¥  pornography
¥  drugs currently: Web 2.0
¥  youth endangering computer games
¥  gambling
¥  illegal downloads (software piracy)

Contents
Examples of an enquiry of 12-16 years olds

¥  post positioned, Þ ctional violence; war, torture, execution (realistic 
account with strong perilous effect); beating videos with offenders as 
heroes and the weaker persons as victims; snuff videos (portrayals of 
killings often going along with cruelties, scenes of horror)

¥  happy slapping: beatings or sexual attacks Ð Þ lmed and posted on the 
Internet

¥  online forums: like pro anorexia forums, cutting oneself (knives) and 
beating forums

¥  cyber-bullying: like ß aming (insults, harrassment), impersonisation 
(exposure through false identity), cyber threats and cyber stalking

¥  grooming: sexual harassment through chats
¥  pornography (as video- or LiveCam portrayals)
¥  extremism, like hate-pages with extreme right, racist, anti-Semitic 

theses (propaganda platform)
¥  online gaming: like World of Warcraft (tremendous potential addiction 

potential!)
cf. Prof. Petra Grimm, Hochschule fŸr Medien. Stuttgart 2008

Access to the Internet

57% of young people have access to the Internet without any restriction
What do parents do?
80% never control the contents
30% use technical Þ lter systems
How do young people get access to youth endangering contents?
70% peer groups
60% links
30% search engines
vgl. Prof. Petra Grimm, Hochschule fŸr Medien. Stuttgart 2008

1.2 Differences in Usage / Effect
Contents
male youth
¥  considerable more prone
¥  regarding violence /
¥  sexual portrayals (ãactionÒ)
¥  (extreme case: July 2010,
¥  excess of violence on the island Ameland)
female youth
¥  search for virtual communities
¥  (e.g. ãsoap-operasÒ)
¥  chatrooms
¥  virtual friendships (e.g. ãFacebookÒ)

release for both groups often is: # want of social competence
¥  minor feeling of self-worth
¥  pressure inside the family
¥  search for social contacts

15-years old (April 2010, Munich): ãIÔve got more and more virtual friends 
and become more and more lonely!Ò

Internet Use Division with Regards to Contents
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Media Consumption/ Examples
¥  male youth at an average of 2 hours 21 min. per day computer games 

(cg) female youth at an average of 56 min.
¥  extreme differences regarding addiction to the detriment of male youth!
¥ in relation with low education level: more time with cg than school lessons!

media consumption on a regular school day according to gender and 
education level of parents

From: Sampling KFN / criminological research institute Lower Saxony
2008; 44 600 pupils in year 9 | 8 000 pupils in year 4

Media Consumption in the ChildrenÔs Room / Examples
¥ male youth: 40,3% game consoles
¥ female youth: 20,5%
¥  in families with less educated parents : signiÞ cantly more media equipment

media equipment in the childrenÔs room according to gender and edu-
cation level of parents

From: sampling KFN / criminological research institute Lower Saxony 2008

1.3 Possible Effects
- particularly regarding extreme consumption of computer games -

University Auckland (2009): disturbed perception of reality and Þ ction
¥  negative (effect) on social relationships (parents, friends)
¥  away from the real world Ð towards a virtual world
¥  the younger the children, the stronger the imitation
¥  young people as victims and offenders
¥  desensitized aggressive behaviour, fear, loss of the capability for 

partnership, love

JIM study (2009): output losses in school and job (truancy, sleep deÞ cit)
¥  increasing occupation with computer games
¥  suicide - endangerment

Drugs and addiction report 
¥  3Ð7% of internet users are addicted to computers
¥  3% of male youth are addicted to online games
¥  0,3% of female youth 

Prof. HŸther / Gšttingen: (brain researcher)
¥  excessive gaming habits of many (male) teenagers (> 4,5 hours per day!)
¥  negative relation: extreme media consumption/cg and learning 

dispositions ãshooter games are performance killersÒ

Extreme ãOnline AddictionÒ Ð Particularly Addiction to Online Gaming
A new clinical picture!?
2008 Þ rst German pathological gambling ambulance university hospital Mainz
2009 Þ rst use of the term ãonline junkieÒ
¥  online addiction politically not accepted but
¥  speciÞ c, not physical dependent disease
¥  comparable with other addictive behaviour
¥  interruption: withdrawal syndromes like high irratibility, vegetative 

unrest
¥  critiria for dignosis and therapy are not established yet
¥  no refund (except additional or secondary diseases like depression, 

ADHS, borderline syndrome)

A sad example:  
  

  

extreme addictive ãWorld of WarcraftÒ:
¥  millions of players worldwide
¥  12 rating(!) from USK (German Voluntary Self Regulation of entertainment 

software)
¥  asscociation ãWidows of World of WarcraftÒ in the US

prevention/help: 
¥  special ambulances nationwide
¥  contacts 
¥  www.rollenspielsucht.de (a network from parents for persons seeking 

advice)
¥  www.onlinesucht.de (contacts to therapists and clinics)
¥  www.fv-medienabhaengigkeit.de
¥  www.stiftung.medienundonlinesucht.de 

2 Consequences and Tasks forSchools / Society
Protection of Young People: Pedagogical Ð Technical - Legal

Distance to censorship: no general blockings Ð but:
What is permitted for adults often does not Þ t for children and teenagers!
ItÔs not about bans (e.g. legally clear persecution regarding child 
pornography) but about the often difÞ cult distance of offers regarding 
what children and teenagers can bear.
Regarding schools there additionally is the duty of supervision.

Three Pillars Model  (according to TIME for kids)

2.1  Pedagogical Protection of Young People 
Field of Action I : Media Education
¥  for all schools and grades compulsive educational objective
¥  goal: strength of personality and decision-making authority
  ¥  ãDare to say no!Ò
Media  Competence Þ elds of action
¥ selection and use of media offers
¥ creation and publishment of oneÔs own media contributions
Þ elds of content
¥ understanding and evaluation of media offers
¥ recognition of media inß uences
¥  looking through and judgement of the conditions of media production 

and media preparation
Media Competence Model (according to Tulodziecki/Herzig/Grafe)
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Medien FŸhrerschein Bayern

Bavaria
¥  Media Driving License: start in 2009/10 in elemenatary schools > testing 

of 6 modules, among others chances and risks of computer games > 
extension to all schools

¥  Proclamation of the Bavarian Ministry of Education and Culture from 
Oct. 15th, 2009 :

ãChildren and teenagers in school shall
- get to know media,
- select, analyse and judge media,
- reß ect media,
-  estimate the possibilities and boundaries as well as the dangers of media 
offersÒ

media education has to do with
- value orientation
- perception and ability to judge
- ability to communicate
- strength of character 

¥ ãInitiative for a clean Internet at Bavarian schoolsÒ > part 4 

2.2 Technical Protection of Young People
Field of Action II: Youth Protection Filters
¥  huge quantity of Internet offers 
¥  often inferior / youth endangering quality
      There are circa 8 billion known websites worldwide. If a man looked at 

one website only one minute, he/she would need 15.000 years!

Pedagogy (school / teacher / parents) alone / left to its own devieces is 
overburdened (compare: alcohol, nicotine)! 

Accompanying help by youth protection Þ lters

What Children and Teenagers Þ nd in the Internet any time
¥  results by entering search words at www.google.de in June 2010

search word search results 

sex 754 m 

porno 183 m 

violence 19 m 

drugs 5 m 

suicide 2 m 

anorexia 1 m 

¥  Accoding to the State Criminal Police OfÞ ce Sachsen-Anhalt there are 
13 million websites with child pornographic contents.

¥  6 out of 10 children are regularly exposed to online pornography.(European 

wide research project ãEU Kids OnlineÒ, London School of Economics, 2006) ; Oct. 2o10: EU

¥  Kids Online II ÐThe European Award for Best Childreǹ s Online Content 

Extract from the Proclamation of the Bavarian Ministry of Education and 
Religious Affairs from Oct. 15th, 2009

ht tps://www.verkuendung-bayern.de/f i les/kwmbl/2009/20/
kwmbl-2009-20.pdf

2.6.1 Protection of Young People
Media whose content violate educational goals, the Bavarian Constitution, 
the German Basic Law, and other laws of provisions regarding the 

protection of minors are not allowed to be used.
The schoolÔs duty of supervision does not cease to exist whether the legal 
guardians have explicitly refrained from surveillance or not. 

2.8 Protections
Technical provisions, like for example taking precautions by using Þ lter 
systems, access blockings, access controls, or by systems to protocol 
accessed websites combined with organizational measures (e.g. user rules 
which schools have to enact) help to hamper access to youth endangering, 
inhuman content and content that gloriÞ es violence. It is
recommended in principal to install control and protection software.

¥   recommendation on the Bavarian school server:
http://www.schule.bayern.de/beratung/iuk/Þ lter/anbieter.php

High Quality Youth Protection Filters
(e.g. TIME for kids)

¥ high efÞ ciency
¥ individual / related to the user
¥ efÞ cient pedagogical help

¥ effective search engine principle
- automatic analysis technique
- text analysis as regards to contents and semantics
- image, symbol and structural analysis

¥ efÞ ciency strategies
- over 11 billion Internet contents evaluated
- circa 5 million Internet contents analysed daily
- over 150.000 Internet contents updated daily

¥ dynamic database system
- in 70 Þ elds of topics admitting or blocking
-  internal differenciation for pupils with migration backround by 45 
languages

-  high efÞ ciency: ã90 percent plus strategyÒ in all legally and socially 
desired topics (e.g. pornography)

2.3 Legal Protection of Young People
Field of Action 3: Perception and Strengthening the Legal Frame

Challenge
1: Only 10 percent of the providers come from Germany
  (only for them the German legal frame applies) Ð 
  90 percent come from abroad(!)
  What to do?      additonal user principle

 2:  Huge / difÞ cult to oversee diversity of institutions and repsonsibilities 
in youth protection

What to do? more transparency, streamlining

Protection of Young People in the Media in Germany
Extract from institutions/responsibilities

Legal Basics
Extract from institutions/responsibilities
in charge of indexing (prohibitions for under 18-years olds)
Federal Department for Media Harmful to Young People (BPjM) 
monitoring, (state) control and complaints
local youth welfare ofÞ ces/regulatory institutions, public prosecutors

A system that holds media providers in account: ãregulated self-regulationÒ

Each School Should Carry Out Safety Measures!
¥ Why?
 - head teacher is responsible!  
 - each use of the Interent bears the stamp of the school!
 - illegale action is traceable (data storage supplies) and can be punished
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¥ Protective measures
 - duty of supervision has to be  perceived (related to the respective user)
 - training of teachers
 -  achieving consensus and arranging rules within the school family 

(example of an IT user arrangement at: http://www.lehrer-online.de...
mustertext_nutzungsordnung.rtf) 

 -  consultancy for pupils and parents has to be established Ð and developed 
problems have to be adressed

 - use of effective Þ lter technologies
3 Internet and Protection of Young People in SchoolÔs Practical Experience
¥  interaction of the 3 pillars in terms of holistic socialization and education
¥ observing the duty of supervision
  ¥  increasing all-day schools > increasing study time in pupilsÔ self 

excercise
¥ heterogeneity of groups and classes > differenciation, individualisation
¥ special class demands and needs, e.g. school for ill patients
¥  arousing ãdelight in the real worldÒ (Prof. Christian Pfeiffer, KFN) by 

sportive, musical, social offers and achievements 

3.1  Pedagogical Protection of Young People personal responsibility 
according to the user principle

¥ school, respective teacher decides
 - what shall be permitted and
 - what shall be blocked. 

3.2 Legal Aspects in Practice
System of the Four Baskets for Critical Content

absolutely illegegal 
contents 

youth endangering 
contents 

contents which 
affect the growing 
up of the child / 
young people 

ban on gaining 
access, on adults too 

(partly ban on 
occupancy) 

in particular ban on 
gaining access for 

minors 

in particular age 
labelling 

extra distracting 
contents 

disturbing class 

1 2 3 4 

adopted from: Jšrg Knupfer, Munich 

3.3 Selection of Especially Suited Youth Protection Filters
Duty of schools and school-maintaining bodies (communities) solutions 
in comparison  
¥ objective technical quality criteria

squidGuard* TIME for kids Schulfilter Plus** 

number of categorised websites/
domains 

circa 3 million over 105 million 

number of categorised webpages/
URLs 

not applicable over 11 billion 

number topics 72 70 

new/updated websites (daily) circa 1.000 circa 150.000 

text analysis (key words)  yes yes 

text analysis (as regards content)  no yes 

image and symbol analysis  no yes 

analysis technique manual automatic 

*URLblacklist.com    **active entries in database consisting of domains and URLs 

Example for Highest Possible Individualization and Differenciation (User 
Principle on the Level of the Individual School)

4. Initiative for a clean Internet at Bavarian schools
¥  Chief administrative ofÞ cers of the rural districts and mayors get 

involved as guardians and together with other important players ask for 
hands on involvement.

¥  Film ÒInternet protection for children and young peopleÓ at: www.
digitallernen.de/mediathek/musterlandbayern.html 

audio sequence from Þ lm: ãMusterland BayernÒ 

Literature, Media, Links
BPjM, Wegweiser Jugendmedienschutz, Bad Godesberg 2009

Grimm, Petra u.a., Gewalt im Web 2.0, MŸnchen 2008

JIM study 2009 http://www.mpfs.de/Þ leadmin/JIM-pdf09/JIM-Studie2009.pdf

www.klicksafe.de/plaudern/trends.php

Klicksafe Ð mehr Sicherheit im Internet durch Medienkompetenz

www.lehrer-online.de; questions about school and legislation

www.kfn.de; Þ ndings about computer games as cause of failure at school

www.mpfs.de

www.time-for-kids.org; information about school Þ lter, kontakt@time-for-kids.org

www.medieninfo.bayern.de; information about media education and media protection

Contact
TIME for kids Foundation gemeinnŸtzige GmbH
Gubener Stra§e 47
D-10243 Berlin
Tel.:  +49 30 2936989-0
Fax:  +49 30 2936989-21
E-Mail:  kontakt@time-for-kids.org 
Web:  http://www.tfk-foundation.de

ãExtension of a reasonable and necessary initiativeÒ
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ÒFight or FlightÓ in Hospital
(Illness Related) Stress and its Effects on Learning

Christine Walser 
Teacher/Special Needs Teacher, Zurich, SWITZERLAND

Introduction: Equipped with a stress-response-system which favoured the 
survival of the Þttest during the Stone Age, human beings are ill prepared 
for the stressors of today (noise, pollution, time pressure, demanding 
brain tasks, high expectations in schools and at work, violenceÉ). These 
stressors trigger stress reactions which can Ð if too often done Ð lead to 
an allostatic overload (McEwen, 2007) or chronic stress (also known as 
distress). Its consequences are medical conditions such as depression, 
burnout, indigestion, diabetes, cancer, allergies, cardio-vascular disease 
and autoimmune illnesses.
Issue: Landolt et al. (2004) found out that 15 Ð 20% of all children who 
had been in hospital because of a trafÞc accident showed symptoms of a 
posttraumatic stress disorder. Children in hospital are stressed just by the 
fact of being in hospital. Treatments can be experienced as mistreatments, 
even as violence, against body and soul. If chronically ill from very early in 
life, children are often traumatised.
Early exposure to distress (which can already start in motherÕs womb) 
triggers an altered brain development. Most affected are the limbic 
system, the prefrontal cortex, the  hippocampus and the corpus callosum.
Distress can affect learning throughout a personÕs lifespan. A too high 
level of acetylcholine and cortisone during sleep prevent us from reaching 
the delta sleep, during which the hippocampus shifts its contents (what we 
have memorised and experienced during the day) into the neocortex (long 
term memory) (Born & Kraft, 2004).
Furthermore, stress hormones can cause a mental blank in an exam 
situation.
Stress has an inverted U-shaped effect on learning: Too much, or too little, 
stress hinders learning.
Consequences: Knowing these facts, we have to consider how we approach 
the chronically ill children as hospital teachers. ÒSafe (needle free) areasÓ 
and time spans for stress free learning and playing sessions are crucial. 
Hospital teachers have to be reliable, attentive, supporting and positive in 
order to enable the child to ÒdiveÓ into activities which enhance the self 
efÞcacy belief (Bandura, 1997) and allow a ÒßowÓ (Cs’kszentmih‡lyi) or 
a Òpolarisation of attentionÓ (Montessori), therefore activities, which are 
chosen out of intrinsic motivation and are leading to a so called Òshower 
of dopamineÓ.
Conclusion: Chronic stress makes people stupid, depressive, obese and 
ill. Our task as a multi-disciplinary team around the chronically ill child and 
especially as hospital teachers is Ð if possible - to avoid or at least reduce 
stress and to support a development as healthy as possible.

The Rights and Educational Needs of Sick Children
and Adolescents 

Gerd Falk-Schalk 
President of HOPE (Hospital Organisation of Peagogues
in Europe)

During the HOPE congress in Munich about 20 participants, members of 
HOPE from all over the world, joined the HOPE workshop 15, ÒThe educa-
tional rights of sick children in hospital and at homeÓ. 
 Almost all signed up to give a fresh start to the workshop. 

The following three points were on the agenda:
1.  To modernize the language of the HOPE Charter and the Standard.
  (The Standard http://www.hospitalteachers.eu/winfos/ap_detail.php? 

recordID=04 suggests further explanations to the ten points of the 
Charter.)

2.  To discuss strategies on how to make best use of the Charter and the 
Standard.  

3.  To choose a workshop coordinator.

Alexander Wertgen, DŸsseldorf gave a short introduction based on his 
own work on the HOPE charter and analysis thereof.  He argues that it still 
holds good and may need only small changes.  The main criticism lies in 
the use of the word Òsick childrenÓ in the English version. 

GŸnter Brehm, Lšrrach, reported about his work for HOPE as our repre-
sentative during the sessions of the non-governmental organizations of the 
Council of Europe in Strasbourg. From experience he felt it necessary to 
point out that The Council of Europe www.coe.int must not be mixed up 
with the European Union.  The CoE has 47 member states and was foun-
ded in 1949.  In 2011 it celebrates the 50th anniversary of the European 
Convention on Human Rights and the European Social Charter. HOPE is en-
titled to lodge complaints against abuses of the said Social Charter (only 12 
of the 47 states have agreed to look into complaints leveled against them). 

After a presentation of the participants the workshop split into groups to 
discuss the HOPE Charter and suggest up-dates. 

One participant suggested HOPE should add the UN Convention on the 
Rights of Persons with Disabilities to the documents listed for reference 
in the workshop 15. 

The goal of the workshop is to have new formulations ready to present to 
the General Assembly of HOPE in Amsterdam in 2012.  Anyone interested 
in the process is welcome to sign in to the workshop mailing list.  Send 
e-mail to workshop co-ordinator Gerd Falk-Schalk 018.252682@telia.com. 

Unfortunately there was not enough time for further discussions on strate-
gic work nor for the election of a new co-ordinator for the workshop.  The 
group will continue talks exchanging e-mails and undersigned will conti-
nue as workshop co-ordinator while trying to Þnd a successor. 

Ms Gerd Falk-Schalk, (Uppsala, Sweden)
interim workshop co-ordinator 

Living Karaoke Ð Enjoy some music and join the band!
A model for involving students in hospital in a performance
as  an orchestra 

Klas Brunnander  
Headteacher, Linkšping, SWEDEN

Nina Lindberg 
Teacher, Linkšping, SWEDEN

Elisabeth Karelid
Teacher, Linkšping, SWEDEN

Ronny Nordenjack 
Teacher, Linkšping, SWEDEN

The hospital school of Linkšping, Sweden, has during the years developed 
different methods in the subjects Art and Music. 
In Music we have lessons twice a week where we perform like an orches-
tra where the students participate depending on their skills or interest.  
They become the drummer, the guitarist, the cello player or something 
else.  Many of the students are happy to be the singer or the choir. 
You can say that it is like a living karaoke. This karaoke has a very good 
effect on students and other visitors in our school.  
Our basic idea is that we have students in the music room and we as 
teachers play and sing along with them. We agree on what songs we 
should sing. 
In our workshop in Munich we played music of ABBA, the Beatles, Cash, 
etc.. The funny thing is that there is such a joy to play and sing. We believe 
that music has a great value in students recovering.
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Children document their hospital stays with digital camera

Agneta Grunditz
The Hospital School, Skane University Hospital, Malmš, SWEDEN

Lena Joelsson
The Hospital School, Skane University Hospital, Malmš, SWEDEN

The photo project between the Hospital school in Malmo and Malmo 
schoolsÕ culture department started in the school year 2008/2009.  At the 
hospital school we teach pupils from the age of six to eighteen, with me-
dical disease or dysfunctions. We invite pupils to participate in this photo 
project which is Þnanced by National Agency for Special Needs, Education 
and Schools. With the help of a digital camera the pupils document their 
stays at the hospital and at the hospital school. The pupils would use digi-
tal photography as a mean of expressing their feelings about their life and 
the school within the hospital setting. The process of taking the pictures, 
selecting pictures and adding words allowed the pupils to express and 
share their feelings in a new way when they describe their weekday time. 
The digital camera works as a pedagogical tool and gives us a new dimen-
sion in our teaching and it gives the pupils new strategies to think about 
themselves, strengthen their self-esteem and concentrate their thoughts 
of healthy life.  When a pupil takes a photo, he or she also makes to an 
observer and in this way they can get a distance from the event that feels 
severe. Our vision is that long life learning can be done in different indivi-
dual ways and itÕs stimulating to integrate photos into different subjects. 
Even pupils with severe disabilities and pupils that  are bounded to their 
bed can participate in this project. 
As a hospital teacher you need knowledge of different pedagogical possi-
bilities how to give education in every individual case. We need key attri-
butes for teaching all pupils we meet some may be in some reaction of life 
crisis when they are in hospital care that give them difÞculties to do their 
schooling. The pupilÕs illness and affect of the treatment often do that they 
see things in different ways than we do and they have thoughts that they 
cannot describe but catch in photos.  For a while in their minds, in their 
thoughts they can leave their illness and also get inßuences with positive 
thoughts when they work with culturally events. ItÕs a grandly moment to 
see one of our pupils, who only can move some Þngers, press the cameraÕs 
button, choose a view and the take a photo by himself. Another pupil, who 
was bound to the bed at an age when running and playing is natural, used 
the camera to explore the room behind him, which he couldnÕt see. When 
he saw his photos he called out: 
ÒSo this is what it looks like behind meÓ. Some pupils like to photograph 
the view from their windows in their rooms or things in the area around 
the hospital as trees and leaves. The pupilsÕ photos give us a lot a lot of 
thoughts, make us ask question, or arise our admiration.
The pupils who wanted to and had the energy to do so edited  their photos 
in Adobe Photoshop Element photos, used Photo Story or Power Point, 
made picture series, enlarged photos, made collage, saved their photos 
on usb-sticks in their cell-phones or sent the photos by mail to their home 
computer and to the  project«s webbsite www.sjukhusskolansbildprojekt.
dinstudio.se 
In this project the parents also get involved. Their thoughts and worries 
about their child get less for a while. Many parents also felt happy when 
they saw their childÕs photos and felt their joy while working with the 
project. The photo project also makes the contact between the hospital 
school and the pupilÕs home school easier. The pupils can take their wor-
king materials home and show the photos/Þlms to their families, classma-
tes and teachers. The photo project also makes the contact between the 
hospital school and the pupilÕs home school easier. ItÕs easier for at pupil 
to describe their experiences when they have photos to show.  
The project has received good response not only from each pupil but also 
from the parents, the ward staff and the pedagogues at the pupilÕs ordi-
nary school. 

For the Best - a participatory arts project

Manuela Beste
Headteacher, Evelina Hospital School, London, UK

Following are excerpts from a report about a year long collaboration bet-
ween Evelina ChildrenÕs Hospital School, the Unicorn Theatre, primary 
schools and artists and performers in London, conceived by artist Mark 
Storor and produced by educationalist Anna Ledgard.  For the Best was 
largely funded through a Wellcome Trust Arts Award as part of a public 
engagement strategy to support projects that aim to inform and inspire 
the public about biomedical science and its social contexts.
The project provided a model of  interdisciplinary partnership and collabo-
ration across multiple agencies including a hospital renal unit, a hospital 
school, a theatre, primary schools, artists, a Þlm maker and per formers 
from a range of disciplines.  The project has had a number of profound 
outcomes for participating children and families, their peers in primary 
schools, bio-medical and education professionals and the general public 
audiences for the performance. 

Project Activity
From September 2008 Mark Storor worked as artist in residence on the 
Dialysis Unit with the children, hearing their stories, enabling them to 
create poems and to make images and entering into a reciprocal creative 
process with them. A team of artists worked to support the work in the 
school, bringing animation, sound recording and making skills to give form 
to the childrenÕs ideas.

Along with one of the children from the Unit Mark also devised an ima-
gined journey drawn from images and writing the child had created that 
were metaphorical representations of his experience of his condition. This 
journey, named Out of Bounds, included a maze that had to be travelled 
through without crossing the boundaries, a meeting with a tiger whose 
Þerceness had to be subdued and an impossible jigsaw that had to be 
completed blindfolded.

Responding to letters sent from this child, children at Worple School and 
at Charles Dickens School had to travel on the Out of Bounds journey and 
rise to the challenge of facing difÞculties and hardships in collaboration 
with each other in order to succeed.

A team of 6 performers took part in a 6 week devising and rehearsal pro-
cess in May 2009 which resulted in the creation of an 80minute piece of 
theatre for public audiences.  The stories of the children in the dialysis unit 
were the source material for the devising process and, under the guidance 
of Mark Storor, artists and performers kept to the essence of these sto-
ries, going back to the source material all the time, whilst bringing their 
own experience to it, and making something new and fresh.

The performance of For the Best took place in the Clore studio, corridors 
and backstage areas of the Unicorn Theatre. It was attended by mixed au-
diences of adults and children Ð a total of 2,000. The show received excel-
lent reviews, including a 5 star review in The Guardian, and was pick of the 
week in Time Out.  The performance was accompanied by other events: 
a post-show talk organized in collaboration with London Arts in Health 
Forum (attended by 40 delegates); a masterclass for young performers 
(attended by 15); and a Symposium at City Hall (attended by 90 delegates).

Opening Workshop
Each workshop began with the participants making a drawing of their phy-
sical self whilst blindfolded.  Translating the sensate experience of the 
body into a visual image without seeing what is being created provided a 
safety for those involved by removing the hesitancy that can come with 
expectations of making a recognisable representation.  It also signalled 
a shift from a focus on the external world to the unique inner landscape 
of each participant that would deepen as the workshop progressed.  The 
next activity encouraged a shift in language use from discursive to expres-
sive mode.  Storor asked participants to identify themselves with objects, 
landscapes; creatures etc.
As in: If you were an animal what would you be?
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The responses were personal and private and at no time were any of the 
participants asked to explain their choices.  This shift to expressing self 
perception through metaphor then provided the source of the visual ima-
ges in the next stage of the workshop.

Each of the participants then drew round a partner to provide them with a 
life sized outline of themselves.  This outline was then Þ lled with the ima-
ges created earlier using whatever materials participants chose from the 
rich array of resources Mark Storor provided.

Evelina Hospital School - The ChildrenÕs responses

Child J   (girl aged 15)
I am a creative pepper, rich, green, smooth and bright
Belonging to a sisterhood of richly coloured, lushly textured peppers:
red, orange, yellow, green

However, slice into my core, and deep
inside my core is dark purple.
My feelings, heartfelt emotion, lies in deep.
I peer into the deep darkness
and recognise a vein of purple jealousy stirring
I push it deeper
Amongst the other tubes
My purple heart core
Although limited make note
Restricted intake Ð drops
Limited water passes my lips but I am water.
Open, clear, crystal cold, a fountain of reß ection
comes to those who gaze into me.
Water holds memory Ð mix water to substance and
It can É.change things
The property like magic

I am hospital, my second home,
A home is not always where you might expect it,
I am attached, actually attached,
physically, emotionally, mentally, actually,
dialysis is part of me
I know everyone, my other family,
when you have something of myself is here
People who care for you
You are safe
Something of myself is here

Child K   (boy aged 16)
I am a cabbage, full, wholesome, tight close, into myself, a whole person.
Compacted, my leaves like a new page open up a little at a time.
The cabbage is like the journey of life, its heart lies deep rooted within the 
layers.

I am Fire. I have great burning ambitions I always want to aim higher if you 
start a Þ re it gradually multiply it keeps catching on if you donÕt put it out. It 
is wild unlike the rhythms of the sea. I am like an internal Þ re that suddenly 
burst out, sometimes calms and sometime explosive.

I am Sky blue. Sky blue can give people a sense of peace. It offers op-
portunity, possibilities and hope.  Gazing at sky blue, images appear. A 
wondering mind can travel from miles and miles and miles.
They say the black hole can suck you in, it represents death but I donÕt 
believe the world, life, everything will end easily. There is a point beyond, 
there is no black hole but there is a room and the room will never be emp-
ty.  You may enter through one door and not immediately see that there is 
another one too.  When you get used to the dark, you will have the eye to 
see everything far beyond your imagination.

I am Romance.  Music Þ lls my soul and I am drenched in song. Lyrics live 
in my memories.  A song is like a poem, they are about culture, experience 
and emotion.  I understand the lyrics I feel the music, I know the song, but 
IÕm hanging by a thread of desperate longing, waiting

for my turn but I havenÕt experience anything yetÉjust yet but when it co-
mes my whole body will bust with Þ reworks shooting through the pores of 
my skin like a bomb inside my belly, love will explode and my fragile heart 
beats harder than ever in my life sinking deeper
into the world of love. I live through the word the song the melody and 
harmonies and try to understand other people feelings maybe, just maybe, 
I could help others to understand too.

(girl aged 12)

The complete evaluation of the project can be viewed at the links below:
http://www.unicorntheatre.com/userÞ les/Þ les/forthebest_evaluation.pdf  
http://annaledgard.com/wp-content/uploads/forthebest_evaluation.pdf 
www.evelina.southwark.sch.uk
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Outlook Forum
The Further Development of Hospital Schools in Europe

Elisabeth Meixner-MŸcke
Headteacher - Hospital School Munich

The Ministry of Culture  invited representatives of ministries from the Ger-
man states, as well as educators, health professionals, academic  tea chers 
and ofÞcials from Germany and abroad, to address urgent issues related to 
education during illness.  Advances in medicine and the related changes in 
treatments, as well as a signiÞcantly improved quality of life for ill and inju-
red children and adolescents require further development and expansion 
of the scope of functions of hospital schools, which generally are not yet 
reßected in the ordi-nances of this type of school.
The following issues were discussed during two afternoons and Ôtaken 
awayÕ as a stimulus for further elaboration:

Outlook Forum 1
Counseling Ð Disadvantage Compensation Ð Follow-Up Care - 

Erich Weigl
Ministerialrat Bavarian State Ministry of Education and Culture

Elisabeth Meixner-MŸcke
Headteacher - Hospital School Munich

Bernhard Ruppert
2nd Deputy Headteacher - Hospital School Munich

Counseling 
Long stays in hospital for ipatient care are a thing of the past. Today medical 
treatment consists of a mixture of in-patient and out-patient care. Some 
serious illnesses require life-long medical and educational care.

Demands:
¥   Counseling is required for prevention, during and following a lengthy illness
¥  Counseling is to be provided for schoolchildren with medical conditions, 

their parents and siblings, administrative bodies and the pupilsÔ regular 
schools.  Counseling needs to be individually tailored to the illness. 

¥  Hospital Schools deÞne themselves as counseling centres for education 
and illness

¥  Standards for such counseling  must be developed
¥  Counseling during illness should be carried out in the pupilsÔ regular 

schools by specially trained teachers in cooperation with hospital schools. 

Disadvantage Compensation
Illness can have serious consequences on a childÔs schooling.  Up to now 
disadvantage compensation has been granted arbitrarily on an individu-
al basis following rules for disability, and at times did not take essential 
needs into consideration.

Demands:
¥  Dependable  disadvantage compensation shall be formulated for all ty-

pes of schools.
¥  A legal framework for disadvantage compensation must be established 

for children and young people with medical conditions, valid for all stages 
of schooling including vocational training and academic studies.  Hospital 
schools can serve as a helpful interface for counseling in this respect.

¥  CertiÞcation of academic performance for seriously ill school children 
may be issued by the hospital school in conjunction with relevant medi-
cally approved recommendations.

¥  Proposals for speciÞc practices from the various German states are to 
be compared and evaluated.

Follow-Up Care
With regard to inclusion, hospital schools should be considered as a fun da-
mental partner in the network of medicine, education, family and patient.
Obligatory follow-up Ð also on an educational level Ð for children and ado-
lescents with medical conditions must include:

Tasks:
¥  Determination of the educational needs of the sick school child
¥  Structuring of the comprehensive measures required for educational 

care 
¥  Professional guidance by experts trained in special educational needs 

with emphasis on education and illness  in all the types of schools
¥  Especially in Germany: Ôfollow-up careÕ as a joint task of all German sta-

tes at the conference of state ministries of culture.

Outlook Forum II
Personnel Resources Ð Schoolrooms Ð Teacher Training

Irene Schopf
MinisterialrŠtin Bavarian State Ministry of Education and Culture

Elisabeth Meixner-MŸcke
Headteacher - Hospital School Munich

Personnel Resources
In general, separate budgets for hospital schools were proposed which co-
ver actual re-quirements.  Necessary is the calculation of an allocation of 
hours for the extensive work related to counseling, including assessment 
and visits to the regular schools, in addition to the respective teaching 
load of the individual teachers.  In comparison with the current level and 
in view of the changing tasks, the number of teacher-hours required in 
hospital schools  needs to be increased. 
Additionally, key qualiÞcations of hospital teachers must be clearly deÞ-
ned. Hospital schools require, among other things:

Requirements:
¥  Teachers of all school types relevant to the respective population of 

school children
¥  Frameworks  for the presence of teachers in the hospital
¥  High ßexibility in the planning and carrying out of all academic activities 
¥  Classroom experience with a heterogeneous body of pupils
¥  Willingness to keep close contact with the regular school, parents, other 

professions and institutions

Classrooms
Space requirements for schools in hospitals are adequately realized in few 
countries.
Hardly anywhere is there a list of speciÞcations for hospital classrooms; 
some of the speciÞ-cations that do exist are insufÞcient. Hospitals and 
schools are often administered by different authorities, making collabora-
tion quite difÞcult at times. 

Demands:
¥  Comparable standards and regulations throughout Europe
¥  Suitable ßoor plans for classrooms in hospitals
¥  Education authorities to have a say in the planning and construction of 

new hospitals

Teacher Training
The problems of children and adolescents with medical conditions are si-
milar throughout Europe.  In this area especially, there could be excellent 
collaboration in education and illness, both nationally and internationally.  
A great deal of synergy could be expected from a network of the different 
institutions, ministries, universities and local schools.

Demands:
¥  Include Ôeducation and illnessÕ in teacher training/examination regulations
¥  Basic course on education and illness in the study regulations of all 

teacher training levels
¥  Specialisation of teachers in hospital schools/home schooling
¥  Hospital schools in the function of a seminar school

The common idea to guarantee and improve the care of sick children and 
adolescents in hospital schools in every country resulted in a lively discus-
sion in both Outlook Forums. Par-ticipants greatly welcomed the idea of a 
HOPE Summer School 2012/13 for the preparation of a European solution. 
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Concluding Remarks  

Wolfgang Oelsner 
Headteacher at Johann-Christoph-Winters-Schule
Hospital School of the City of Cologne, GERMANY

Good morning, ladies and gentlemen!

If only the metaphor of drumÞre did not have such heavy military connota-
tions! How I would have loved to use it as a bridge between the fantastic 
presentation we just watched by that group of young drummers to the 
keynote address I am about to give on this Þnal morning of our conference. 
This congress here in Munich will go down as real drumÞre in HOPE his-
tory. Not just because of the fantastic side programmes, that drumÞre of 
classic to folk to rock. A real drumbeat was also heard in the wide variety 
of topics, the like of which I have neither heard nor experienced at a HOPE 
conference in all the 22 years that I have been involved in school manage-
ment. This year a divide has been closed that was always latently felt. It 
was a divide as is sometimes known by close relatives who all bear the 
same family name, but at family get-togethers argue about who is really 
the most loved and legitimate child of the parents.

Who can count themselves as legitimate family members in the Þeld of 
educating the sick? This question had divided us for a very long time. On 
the one hand, there were our colleagues working on the somatic wards 
and on the other hand, our colleagues working in the newer Þelds of child 
and adolescent psychiatry. Sometimes they seemed to be more like step 
relatives. Now here in Munich in 2010, a new era in the family chronicle 
has dawned. Since Munich, this divide is passŽ. We educators of the sick 
all see ourselves as teaching professionals for children and adolescents 
with learning difÞculties resulting from sickness. Learning problems resul-
ting from sickness always go hand in hand with problems in life. This task 
unites us as a family of teachers. 

Like in all schools, we educators of the sick have the task to both teach 
and bring up children. When difÞculties in life arise, our mission to educate 
cannot be ignored. In both areas of activity, the psychological as well as 
the somatic, we are dealing with long-term, often chronical courses of 
illness. Terms such as Òbed restÓ and their quantiÞcation such as Òfour 
weeksÓ or Òsix weeksÓ go back to previous times and are no longer appli-
cable to the task at hand. We are dealing with intractable courses of illness 
and repeated hospital stays. That is not the same as permanent in-patient 
care, but rather long periods in which the children cannot attend their 
regular school. 

On opening day, child oncologist Professor Burdach said: ÒThose who 
are taught have a future.Ó By teaching sick children, even those who are 
terminally ill, there is still an option  for the future. Those on our lesson 
plans cannot be seen as either useless or hopeless cases. Nevertheless, 
we have to accept and foster a culture of both encouragement as well as 
leave-taking. This ambivalence also unites us educators of the sick throug-
hout the various stages. Saying farewell to educational goals is also saying 
farewell to life concepts Ð we need to be there at those times. Sometimes 
it is the diagnosis of ÒtumourÓwith its irreparable functional loss. Other 
times it is the diagnosis of ÒAsperger SyndromeÓ that forces a rethinking, 
such as when a child is referred to child psychiatry for ADHD and during 
treatment it is found that the ADHD  is simply a comorbidity of a pervasive 
developmental disorder that was previously unrecognised. In both cases 
following diagnosis, the young lives took other paths. Leave must be taken 
of plans, hopes, wishes and dreams. 

I would like to condense the impulses of my speech into short theses:

Thesis No. 1:
Schools for the sick cultivate a culture of encouragement and future plan-
ning as well as of leave taking. The ability to mourn is an instrinsic goal in 
the teaching and counselling of all chronically ill children. 

Experience shows that the optimal progression of the course of educa-
tion is not always straight, in fact it seldom runs linearly. It more or less 
comes in waves. Sometimes children remain on developmental plateaus 

for a long period of time and the question is if, and when, things will pro-
gress. That requires patience. That also calls for a certain degree of hu-
mility rather than educational and therapeutic euphoria. We do not do the 
children, their families or ourselves any favours when intervening in the 
education of the sick, if our goals are in line with social hype, whereby 
Þnishing school is the only means to be happy and to be able to participate 
in society. Our relativising attitude will not always make us popular. We 
should not be afraid to stand up for our beliefs and counter the opposition. 

Thesis No. 2:
A reality check, insight into the illness and coping with the illness are all in-
strinsic objectives of the lessons, counselling and diagnostics in a hospital 
school. Accepting reality means accepting the illness and loss.

The described attitudes are in no way limited to hospital teaching. We 
need to transport these into the councils of mainstream schools. The rea-
lisation that illness and limitations are part of life is by no means a mono-
poly of educating the sick. This can be didactically implemented in general 
school life, but not always, not immediately and not satisfactorily enough. 
If, for the time being, dealing with limitations takes place only in the shelte-
red teaching system of the sick, then this is not contrary to the universally 
stipulated idea of inclusion. The means to the end takes longer than the 
hospital stay allows the children the right to access the school for the sick. 

What is the school for the sick?
Allow me a somewhat sibyllic-sounding phrase:
ÒThe school for the sick is that which it wouldnÔt be without it.Ó 
This attempt at a rather broad deÞnition is also a reference to the media 
metropolis of Munich. My diction is a variation of the phrase chosen by 
Heribert Prantl in an article in the SŸddeutsche Zeitung about the Munich 
Churches Day 2010. In answer to the question ÒWhat is church?Ó he said, 
ÒChurch is that which it wouldnÔt be without it.Ó 

In some German states (as in my state of North Rhine-Westphalia) schools 
for the sick have   the legal status of a Òschool of its own kindÓ. I would like 
to expand on this in my next thesis: 
Thesis No. 3
ÒThe school for the sick is that which it wouldnÔt be without it.Ó 
Legally it is a Òschool of its own kindÓ. It is also an indispensable, one-of-a-
kind school. Its unique feature lies in the integration of methods. 

Educating the sick integrates the medical-therapeutical aspect that comes 
from the fact  that the child is sick, and the scholastic aspect that comes 
from the fact that this is indeed a child or adolescent. We teachers of the 
sick have undergone a paradigm shift Ð as Munich has clearly show Ð in 
the way our type of school had been described for years, and which I will 
sum up in the following thesis:

Thesis No. 4:
The name change to Òschool for the sickÓ instead of Òhospital schoolÓ im-
plies a paradigm shift. The task of educating the sick is detached from 
the place of medical treatment. By law, however, it remains coupled to 
regulation requirements of minimum bed rest periods. 
In practice there are still conßicts of access rights and implementation, 
since our task arises from our pupilsÔ learning and life problems caused 
by sickness. The length of this task cannot be quantiÞed by the period of 
bed rest.
Educators of the sick caught up in the conßicts of a multidisciplinary team 
Collaboration with other professional disciplines demands permanently 
thinking about boundaries and overlaps. Our work at the relationship le-
vel, already part of the bringing up task set by the schools, leaves our 
colleagues in the areas of psychology sometimes wondering if we are not 
Òpoaching on someone elseÔs territoryÓ. 

With that, my Thesis No. 5:
Consideration of the level of relationship is originally part of teaching in 
the hospital. It is not the monopoly of the psychological professions. Like-
wise, it should not be a monopoly of the education of the sick either.

I would like to add a more detailed comment to that which stems from the 
fact that our profession, in my view, shows a great afÞnity to complemen-

IV. Conclusion/Outcome/Outlook



677th European HOPE Congress 2010

tary psychotherapeutic skills. These are very helpful in the accompanying 
counselling and work with the parents Ð which are also part of the stateÔs 
mandate. The supplementary psychological or psychotherapeutical know-
ledge of teachers of the sick is the more efÞcient, the more clearly we 
teachers are seen as educationalists. 

Thesis No. 6:
It is helpful when hospital teachers can see and understand therapeuti-
cally. But they act only as school teachers. Their tool remains being able 
to teach with empathy. 

One of the tasks of hospital teaching is to enable the sick pupil to maintain 
his performance level. Among the motivational didactic characteristics of 
the education of the sick is the individualised choice of curriculum, taking 
into account the speciÞc symptoms. Subjects he can identify with, can give 
a physically suffering child comfort and stamina. In child and adolescent 
psychiatry, affect regulation of non-conforming children and adolescents 
can be greatly inßuenced didactically. I can only touch on this here this 
morning. Lesson content promotes pupilsÔ mentalisation. Even in the most 
difÞcult phases of life, lesson content  provides chances for identiÞcation 
or projective relief. Affects can be expressed verbally in a sociocultural ac-
ceptable manner. To  come back once again to this morningÔs performance 
by the young drummers, whoever Òdrums awayÓ a negative affect, beats 
drums, not other people. Our tastes may differ greatly from those of the 
other generation. A 50-year-old teacher does not have to like punk music. 
But if the  pupils open up to punk music, then they have brought forth a 
cultural achievement whose stylistic device can be used in class. 

Thesis No. 7:
The choice of curriculum supports affect regulation and mentalisation. 
Even in extremely difÞcult stages of life, the lesson content provides 
chances for identiÞcation and projective relief. What was once an effect is 
transformed verbally.

On the opening day of the conference, Hans Jšrg Polzer quoted Friedrich 
Otto BollnowÔs phrase of the Òsupporting groundÓ which young people 
need for structure building. Something similar is meant by the term favo-
ured today, ÒcontainmentÓ. Attending the hospital school gives burdened 
pupils a supporting framework. Our constancy, the content of their school 
life, and the reliability of our lesson planning fulÞll aspects of containment. 

Thesis No. 8:
Attending a hospital school gives schoolchildren who are unstable a Òsup-
porting frameworkÓ, a chance for Òstructure buildingÓ. Aspects of Òcontain-
mentÓ inßuence lesson planning and learning group assignment.

For a school to be a Òsupporting frameworkÓ, it must Þrst have the neces-
sary personnel and physical infrastructure. The school must be perceived 
as a school, not as just some little room somewhere. Of course we need 
sports halls in our child and adolescent psychiatric clinics. We also need 
facilities for theatre, music and art, for handicrafts and domestic science. 
That is all part of teaching in the hospital school. A senior physician who 
did not want to be the senior consultant in a childrenÔs hospital that did not 
have a school, referred to it once as a piece of bungling; that building such 
a thing would be like performing Òsurgery without anaesthesiaÓ.

Out-patient accompaniment by schools for the sick
For some young patients, especially those in psychiatric clinics, even du-
ring their time in hospital attendance at their regular school is indicated. 
In any case, hospital patients are not automatically required to attend the 
hospital school, even if the transportation infrastructure makes this more 
feasible in big cities than in outlying regions. Conversely, it is no longer 
appropriate and by no means compatible with modern, ßexible treatment 
structures to limit the right to access the school for the sick only to the 
time the patient is in hospital, as current regulations in the German states 
foresee. Switching from in-patient to out-patient care is not always identi-
cal with the full capacity of the mainstream school system. 

Of the 40 hospital schools in North Rhine-Westphalia, the 17 that have 
large psychiatric operations gathered statistics in 2007 and 2008 that 
showed that around one-third of all schoolchildren changed schools after 

a stay in hospital. A trend that, in a follow-up survey conducted in major 
cities in North Rhine-Westphalia, grew to 40% of the pupils.  New places 
of motivation, however, are not always immediately available on the day of 
discharge. Returning to the original school is often contraindicative. There 
exists the threat of relapse due to social or intellectual overload.

Thesis No. 9:
Treatment structures increasingly force the schools for the sick to accom-
pany pupils beyond the in-patient treatment period.

Follow-up care by the school for the sick in the sense of a Òsmooth transiti-
onÓ is being increasingly tolerated in the German states as an exception to 
the rule. Currently, the school system is working on the possibility of pre-
hospitalisation admission to the school for the sick. Long waiting periods, 
especially in psychiatric clinics, are well-known. How helpful it would be 
if the waiting period to get into the hospital school could be bridged. And 
how senseless it is when school administrators prescribe home schooling 
instead. As reasonable as this example is to oncology, the more it covers 
up the problems of one who fears going to school. Sometimes the symp-
toms are even concretised.

Preventative counselling services are also part of the extended Þeld of 
tasks of schools for the sick.
Thesis No. 10: 
Professional medical and psychological services, other schools and  
school administrators as well, increasingly call for counselling, diagnostic 
and teaching aid from the schools for the sick in terms of being a compe-
tence centre for learning disorders caused by sickness. This also pertains 
to information about disadvantage compensation.

My next-to-last thesis is dedicated to the conßict situation we educators 
of the sick can run into when faced with such an extension of our respon-
sibilities under existing school laws.

Thesis No. 11:
OfÞcials have decrees to comply with, teachers have the reality of life 
to consider.  Teachers in a civil service capacity look for a balance of in-
terests when there are discrepancies thereby formulating consequential 
educational policy. 

Sometimes even civil disobedience is called for when decrees no longer 
reßect the reality of life.

A Þnal one. In the cooperation with other professions and in the involve-
ment with the young patients and their environment, our work requires 
an attitude that I would like to call a culture of candour. This includes ac-
ceptance of other disciplines and the readiness to trust parents  and their 
children as experts in their own matters. Of course, we teachers need 
indepth professional knowledge and continued education. Science is but 
one pillar to master the task and to accept, sometimes also to bear, the 
situation of our children. I would like to address this second pillar in my 
Þnal thesis.

Thesis No. 12:
Science helps us to teach sick children and adolescents. Humour helps us 
to accept and bear both their situation and ours. 
In this sense, too, our days of work and cheer here in Munich were also a 
drumÞre. Thank you!
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Maria Schmidt
Board Member HOPE Germany

Elisabeth Meixner-MŸcke
Headteacher - Hospital School Munich

Anne-Kathrin Kohtz-Heldrich
Headteacher - School at the Heckscher-Klinik

MUNICH
THESES
Preamble
Illness can be a long-lasting, heavy burden causing many restrictions
in the life of a child or adolescent. 

Theses
Our society must constantly strive to protect children and adolescents suf-
fering from a medical condition from marginalisation and discrimination. 

Government is responsible for establishing the legal basis to that end.

It is up to schools the world over to set up a network for these children 
and adolescents.

Educating those with a medical condition must be a permanent part of 
teacher training.

Hospital schools are statutory competence centres for teaching and coun-
selling during illness.

Rooms equipped according to need are necessary for learning effectively.
Competence centres for teaching and counselling during illness are open 
to  children and adolescents of all ages, all levels of academic attainment 
and all nationalities, who require help and support in their development 
and their schooling during illness.

In addition to medical after-care, and analogous to it, the teaching and 
counselling centres  support and counsel pupils as affected by illness for 
as long as necessary during their remaining school years.

The teaching and counselling centres give recommendations for a legally-
deÞned disadvantage compensation that is relevant to the individual me-
dical condition.

Access to education during illness is essential for the development and 
stabilisation of these children and adolescents.

This process requires time and patience, and must be of special concern 
to our society.

Therefore all nations, states, municipalities, communities, and all those 
involved in this process must guarantee this protection and see that it is 
put into practice effectively.  
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In the last year Australia and New Zealand Hospital Schools have collabo-
rated to form their own organization, parallel to the European network.  It 
has now been established as H.E.L.P.  The Inaugural Conference will be 
held in Sydney on 5 - 6 September 2011.

Inaugural Australasian H.E.L.P. Conference
5Ð6 September 2011, Coogee Beach, Sydney, Australia 

The conference will provide the opportunity to highlight the importance 
of integrated service provision, research, innovative practice and cutting 
edge professional development strategies for children with chronic health 
conditions.

Website:
https://events.cievents.com.au/au/cm.esp?id=2203&pageid=_34W0WXINM

Invitation to the Congress in Amsterdam in 2012

Claudia Molier
consult for educational support for sick children in Holland

Goodmorning to everybody, Gutemorgen geerhte Damen und Herren, Bon-
jour a tous,

My name is Claudia Molier, Im a member of the board of the Dutch network 
for hospitalteachers or as we call it consultants for educational support for 
sick children in Holland. The national network in Holland is called Ziezon, 
which stands for Ziek zijn en onderwijs; being sick and education if you 
would translate this.
To me it is the honour of standing here and thank our hosts for the last four 
days. The 7th Hope Congress in Munchen was a wonderfull experience. I 
think I dont speak only on behalf of myself when I say whe all go back to 
our countries and pupils inspired and enriched with knowledge and infor-
mation we can use and put into practice in all the different places where 
we work.
I would like to make a big compliment for the very accessible website the 
Munich Hope Congress has. Very clear and informative. I would also thank 
the Munich organisation for the very friendly and organised welcome here 
in your homecity and hospitals. You have spoiled us with a very interesting 
and high quality program. The speeches and workshops were excellent. 
Also the program on the side was highly entertaining and good fun. (you 
have such nice beerÉ) It gave everybody the opportunity to meet and greet 
and talk beyond borders. As we all know working together and sharing 
information is of great value. 
So therefore I would like to thank you all on behalf of the Dutch committee 
which is standing here behind me.

Its therefor a great honour for the Netherlands, but also a great challenge 
after such an oustanding congress we had here (it will be difÞ cult to com-
pete with these high standards) to be the next host for the 8th Hope Con-
gress. Amsterdam has more than tulips, windmills and hash. Amsterdam 
has two Academical hospitals and a hospitalschool and they are excited to 
welcome all of you in oktober 2012.
We ofcourse know as all the organisers here will agree on that it is a big 
job. So therefor we formed a commitee of people to organise the 8th Hope 
Congress. Let them introduce themselves:
We have; Herr Otto Mourik, Frau Carla Handriks, Frau Anja de Jong, Herr 
Berry Deckers, Herr Michel Kleuters our man in charge and Frau Antje 
alias Frau Ria Bakker.
We are already busy on planning a good and interesting program for 2012. 

We didnt give the 8th Hope Congress a tittle yet but our thoughts and 
ideas go around the theme of Changing Times in a fast changing world.
More and more today its not only about the body getting better but the 
complete person is very important. Many developments in health, as well 
as in the psychology and pedagogy are being made and going by. These de-
velopments ask for a constant awareness, for changing our competencies 
and skills to have the good and professional attitude towards the pupils, 
the schools were they come from and their parents. We hope we can form 
good and constructive ideas together as hospitalteachers in Amsterdam 
about how to deal with these fast changing developments around us. We 
hope that we can move you to come to Amsterdam to share again the 
European knowledge and information. Also in the next two years develop-
ments will go rapidly. 

We plan to stay in a congresscentre in Amsterdam which is a neighbour-
town of Amsterdamcentre in a very nice atmosphere. Also we will spend 
a day in the Academical Hospital of Amsterdam where we have the oppor-
tunity to visit the schools as well. I dont need to say that Amsterdam is a 
very lively and interesting city with many opportunities to see musea, to 
shop, to go to markets, cinemaÕs and theatreÕs. Amsterdam itself will you 
show you now É
We really hope to see all you back in Amsterdam on the 8the Congress of 
Hope in 2012. Look at the website and have a little Dutch foretaste with 
our cheese!
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