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ABSTRACT

Advance care planning is not only for adults who are dying. It
is for children as well, especially children with a life-threatening or
life-limiting illness. In a pluralistic society, we should also question
the ethical implications of communicating with children about death.
Communicating about death and advance care planning with chil-
dren should vary with their age and cognitive and developmental
level.

In this article, the concepts of death and cognitive develop-
ment and emotional responses around death, childhood commu-
nication, and coping strategies are used to explore an approach to
open communication about advance care planning that involves
children, when practically possible and ethically permissible.



TABLE 1. Developmental conceptualization of death

Age Piaget’s stage Piaget’s development Concept of death

Birth-2 years Sensorimotor Understands world through senses and motoric Has difficulty distinguishing death from
manipulations; attachment bond is created. separation, but does experience loss,

especially in inconsistent environments.
2-3 years Pre-operational Uses symbolic reasoning and magical thought; Struggles to understand irreversibility. Can

illogical thinking is dominated by perception; deny death exists (dead body could be
is egocentric; fears separation; believes in sleeping). Can believe anger (or other
animism. emotion) or an action (going to the hospital)

caused death of another. Acts out feelings
rather than verbalizes them.

4-6 years Pre-operational See above. Often concerned with death, as an Has partial concepts of inevitability,
attempt to develop a definition of life. irreversibility, and cessation. Example: a

child who does not yet understand cessation
has concrete questions such as “How does a
dead person breathe or eat underground?”
Causality is not fully formed. May cite
nonnatural or violent causes of death.

6-12 years Concrete Develops logical thought to solve problems; Death is seen as concrete and can be externally
operational develops distinction between animate and or internally caused, such as by illness.

inanimate objects; acquires knowledge and Can mention spiritual causes (“It is one’s
develops peer relationships. time”). Can personify death (i.e., Grim

Reaper, Angel of Death, ghosts, etc.). Can make
an oath on own death or parent’s death.
Can consider funerals to be an ill omen. Can
cross fingers and say verses to ward off evil and
protect self. May accept finality of death, but
often applies it to others, not self.

13-19 years Formal operations Abstract thought, scientific reasoning form Death is final, universal, and becomes abstract,
personal identity and social interests. but can still question death.






















