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The Adverse Childhood Experience of 
Hospitalization

• Teaching children coping interventions 
may profoundly influence a child’s physical 
and mental health, considering the fact 
that synoptic connections in the brain are 
fewer in number when children lack the 
ability to effectively manage their anxiety 
and stress. 1

• Children who are exposed to 
hospitalization and chronic illness are at-
risk for “developmental interruption” as a 
result of toxic stress and anxiety changing 
the architecture of the developing brain.1



Pediatric Psychosocial Care 
• Refers to the relationship between psychological and 

social effects and the influence they have while 
continuously interacting with each other.2

• Serves as a buffer for at-risk children. 

• Effective non-pharmacologic pain intervention may 
elicit activation of neuropeptide systems, such as 
cholecystokinin.3 Cholecystokinin is an opioid-
modulating substance that promotes stressor 
adaptability and can achieve an analgesic effect 
through the potentiation of opioid activity.4

• Ultimately, pediatric psychosocial care uses 
these types of child-friendly non-pharmacologic 
approaches in order to teach children and 
families coping skills to help alleviate 
developmentally damaging stress and anxiety.



The Pediatric Patient Ecosystem 

• Central to the Pediatric Patient’s 
Hierarchy of Developmental Needs 
(PPHDN) framework is the concept 
of thinking of the child and family as 
an ecosystem. 

• The idea is that the features 
effecting healthy development and 
functioning are best understood 
through examining the 
intersection of biological and 
social influences. 



Ecobiodevelopmental Framework

5.

• An emerging science for understanding 
the evolution of human health and 
disease across the lifespan. 

• The framework converges and 
demonstrates the strong 
association between physiological 
adaptions and disruptions 
(biology), the social and physical 
environment (ecology), and 
learning, behavior, and physical 
and mental well-being (health 
and development) on the 
developmental outcomes and life 
course trajectories of children.



Maslow’s Hierarchy of Needs

37.

• Motivation Theory.36

• Deficiency vs. Growth 

• One progresses from a secure level 
of basic need satisfaction for 
survival before moving on to more 
complex needs.37



Pediatric Patient’s Hierarchy of 
Developmental Needs

• The authors hereby propose a Pediatric Patient’s 
Hierarchy of Developmental Needs (PPHDN) as a 
means for consistent global application when treating 
children in hospital. 

• Drawing upon Maslow’s Hierarchy of Needs, 
ecological theory, and the Ecobiodevelopmental 
Framework, the PPHDN adds the component of 
child development to guide best practice 
intervention strategies. 



Pediatric Patient’s Hierarchy of Developmental Needs

PHYSIOLOGICAL NEEDS
Rest – Nutrition ‐ Human Touch ‐ Pain Relief

ENVIRONMENTAL NEEDS
Safe – Therapeutic ‐ Culturally Appropriate

COGNITIVE NEEDS
Knowledge – Communication ‐ Routine

SOCIAL NEEDS
Support ‐ Normalized Activity

PARTICIPATORY NEEDS
Decision Making

DEVELOPMENTAL 
WELL‐BEING

Physical & Mental Health
Community Re‐integration
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Physiological Needs
- Restorative for brain metabolism and serves memory consolidation and learning.6

- Therefore, ensure a child receives proper rest in the hospital. Maintain consistent rest patterns for the 
child by working collaboratively with the family to incorporate rest into the child’s daily schedule.

- Nutrients provide building blocks that play a critical role in cell proliferation, DNA synthesis,
neurotransmitter and hormone metabolism, and are important constituents of enzyme systems in the
brain impacting cognition,7 timing of sexual development,8 behavioral and emotional expression.9

- Infants and children in institutional care typically receive minimal touching from caregivers which is
related to their later cognitive and neurodevelopmental delays.10

- Touch decreases blood pressure and heart rate as well as stress hormones cortisol and alpha amylase
and increases oxytocin levels.11

- Pain in children is associated with short and long-term physiological and psychological adverse effects, 
negatively impacting social and neurocognitive developmental outcomes.12

- Pain management strategies are associated with more rapid and full recoveries and decreased costs 
to the health care system.13 

Rest

Nutrition

Human 
Touch

Pain 
Relief



Environmental Needs

Safe

Therapeutic

Culturally 
Appropriate

• Not only prudent in risk management, but may also provide a 
tool for demonstrating preventative basic home safety 
principles to parents, such as fall prevention.14

• Research shows that a therapeutic physical healing 
environment can influence treatment processes and health 
outcomes.15

• Factors essential to an effective therapeutic healing 
environment are safety,16 sound,16 color,17 artwork,18

interactive art,19 lighting,20 outdoor spaces,21 furnishing 22 and 
atmosphere.23

• Optimizes clinical care and outcomes as well as employee 
satisfaction and morale in addition to patient satisfaction.24

• Cultural incompetence can result in compromised quality of 
care, noncompliance by the patient, inability to recognize 
differences, fear of the new or unknown, denial, and inability 
to look in depth at the individual needs of the patient and her 
or his family.25



Cognitive Needs

• Pediatric patients facing 
medical events benefit 
from developmentally 
appropriate knowledge 
though preparation before 
the experience.

• Content should contain 
information about both 
sensory and procedural 
expectations.26

• Should be presented step 
by step in simple and 
concrete terms according 
to what the child will 
emotionally and physically 
experience.

• Evidence suggests that 
children’s memory will be 
improved if photographs 
or other illustrations are 
used in teaching.27

• Provides children with a 
sense of security, serving 
as an anchor that allows 
them to deal with 
ambiguity, the 
unexpected, and 
unfamiliar.28 

• At risk of routine 
interruption simply by the 
nature of being in an 
unfamiliar environment 
with limited control of 
their surroundings.29

• Schedules, such as times 
for medication taking, 
procedures, medical 
rounds, etc. are often 
determined based on the 
convenience of the 
medical team.29

Knowledge Communication Routine



Provides continuity between the 
hospital and the outside world and 
pleasant associations with 
unpleasant circumstances are 
established.32

Normalizes the unpleasant 
circumstances of tests, procedures, 
medical equipment, etc. and brings 
typical experiences the child might 
experience when not hospitalized, 
into the hospital walls.32

Interruptions or disruptions to 
typical play such as physical 
limitations from hospitalization 
can interfere with the acquisition 
of socialization and support 
developed through peer 
relations.30

In fact, youth asked about their 
perspectives on their illness and 
overall adjustment have reported 
social support was a highly valued 
and important component of 
managing their illness.31

Social Needs

Normalized 
ActivitySupport



Participatory Needs

Children interpret, organize, and use information from the environment, 
and acquire adult skills and knowledge via the process of active decision 
making.28

Encouraging children’s autonomy is an important element of fostering 
self-esteem in children of any age, and loss of self-determination may 
encourage learned helplessness, negatively influencing children’s 
adjustment to their illness and overall welfare.29

Listening to children and taking their feelings and opinions seriously are 
now enshrined in national and international law. 

The UN convention on the rights of the child, and the Children Act in 
Great Britain, make it imperative that the opinions of children are 
considered when decisions concerning them are made.33

Decision Making



Developmental Well-being

Developmental
Well-being

Psychosocial 
Coping 

Domains

Physical and 
Mental Health

Synoptic connections in 
the brain are fewer in 

number when children 
lack the ability to 

effectively manage their 
anxiety and stress. 1

Facilitating coping 
interventions may 

positively contribute to a 
child’s physical, mental 
health and well-being.1

Community 
Re-integration

May be behind 
academically, and have 
difficulty socially 
adjusting.34

Effective hospital-to-
school transition plans 
can ameliorate the 
functional effects of 
chronic illness.35
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