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ABSTRACT KEYWORDS 

Hospital pedagogy has evolved from an auxiliary service into a critical 

mechanism of inclusive education for learners whose health conditions 

disrupt regular school attendance. Hospitalization introduces unique 

constraints: unpredictable clinical routines, fatigue, infection control 

requirements, cognitive side effects of treatment, and psychosocial 

stress. In these conditions, traditional school-based inclusion measures 

are insufficient unless they are complemented by continuity mechanisms 

that connect hospital, home, and school learning environments. This 

article develops a conceptual, practice-oriented framework that 

integrates hospital pedagogy with digital and hybrid instructional 

models to ensure educational continuity during pediatric hospitalization. 

Using an integrative review logic and thematic synthesis of international 

policy sources and peer-reviewed research, the study identifies five 

enabling mechanisms: (1) shared governance and role clarity across 

hospital–school–family actors; (2) an Individualized Continuity Plan 

aligned with curriculum and medical constraints; (3) hybrid delivery 

combining bedside teaching, asynchronous micro-learning, and 

moderated synchronous connection to the home classroom; (4) 

monitoring, safeguarding, and data stewardship to protect children’s 

rights and privacy; and (5) reintegration pathways for return to school. 

The paper proposes measurable indicators (continuity rate, engagement, 

learning progression, psychosocial wellbeing, and technical reliability) 

and risk-mitigation strategies addressing digital inequality, caregiver 

burden, and fragmented accountability. The framework is intended to 

support education leaders, hospital teaching teams, and policy makers in 

designing resilient continuity systems that preserve learners’ 

educational trajectories during illness. 
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Introduction 

The concept of inclusive education increasingly emphasizes system responsibility for identifying and 

removing barriers that prevent learners from participating and achieving in education [1]. Yet one of 

the most persistent and underestimated barriers is the disruption caused by illness and hospitalization. 

For children and adolescents undergoing prolonged or recurrent treatment, the challenge is not only 

physical absence from school but the fragmentation of learning, loss of routine, weakened peer 

connection, and the cumulative risk of educational delay. These effects can be amplified by fatigue, 

pain, medication side effects, and infection control constraints that limit face-to-face interaction. 

From a rights-based perspective, education is not optional during illness; it is protected as a 

fundamental right of the child [3]. Inclusive education commitments also require that learners receive 

reasonable accommodation and effective support to access education on an equal basis [4]. This 

implies that health-related absence should be treated as a predictable barrier requiring institutional 

continuity mechanisms, not as an individual family problem to be solved informally. 

Hospital pedagogy (hospital schooling) offers an operational response by providing structured learning 

support in hospital settings and, increasingly, through hybrid models that connect hospitalized learners 

with their home schools. Digital tools can enable continuity through asynchronous learning modules, 

remote participation in lessons, and telepresence solutions that preserve social connection. However, 

technology alone rarely solves continuity: without clear governance, pedagogical design, and 

safeguards, digitalization can transfer burdens to parents, increase inequality, and create privacy risks 

[5]. 

The aim of this article is to propose modern, implementable mechanisms for ensuring educational 

continuity for hospitalized learners within inclusive education systems. The paper synthesizes policy 

and research evidence and develops a conceptual framework with measurable indicators and practical 

recommendations. 

 

MAVZUGA OID ADABIYOTLARNING TAHLILI (LITERATURE REVIEW) 

Research and policy sources converge on the idea that inclusion is a process of removing barriers and 

expanding participation across the entire education system, rather than placing responsibility on 

learners to “fit” into existing structures [1], [2]. The Global Education Monitoring (GEM) approach 

highlights that exclusion is often produced by institutional arrangements, including rigid attendance 

norms and insufficient coordination between public services [2]. For hospitalized learners, these 

institutional factors are especially salient: they may be legally enrolled in a mainstream school but 

practically excluded from instruction and assessment. 

Hospital pedagogy literature describes several core functions: maintaining curriculum continuity, 

preserving daily learning routines, supporting motivation, and reducing psychosocial stress during 

hospitalization. Integrative reviews emphasize that effective hospital teaching requires flexible, 

individualized pedagogy and continuous coordination with the home school to prevent curriculum drift 

and assessment gaps [7]. The role of a dedicated educating professional is often presented as a key 

success factor because hospital learning environments require adaptation to fluctuating clinical 

conditions and short attention windows [8]. 

Beyond academic outcomes, studies increasingly document psychosocial dimensions. Evidence 

suggests that hospital schooling can contribute to resilience, reduce worry, and support a sense of 
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normality when educational activities are meaningful and appropriately paced [9]. Related work 

proposes practical monitoring tools to identify emotional distress and tailor educational support, 

recognizing that anxiety and uncertainty can suppress engagement even when instructional content is 

available [10]. 

Digital and hybrid tools have expanded the continuity toolkit. Telepresence systems, including mobile 

robotic telepresence, have been studied as a way to strengthen social connection and classroom 

belonging for children in treatment, while also enabling participation in school life under medical 

constraints [12], [13]. However, scoping reviews and design research stress that successful adoption 

depends on pedagogical integration, classroom norms, and stakeholder alignment rather than devices 

alone [14], [15]. In practice, technology can create new barriers (technical failure, privacy concerns, 

unequal access, and increased caregiver load) if governance and safeguards are not institutionalized. 

Overall, the literature indicates a gap between inclusive education principles and operational continuity 

for hospitalized learners. The missing element is a structured, measurable mechanism that aligns 

governance, individualized planning, hybrid pedagogy, and safeguarding into an integrated model. 

 

TADQIQOT METODOLOGIYASI (METHODOLOGY) 

This article applies a conceptual research design based on an integrative review logic and thematic 

synthesis. The source base includes (a) international rights-based and policy documents shaping 

inclusive education and school–health collaboration [1]–[6], and (b) peer-reviewed studies and reviews 

on hospital pedagogy and digital continuity tools, including telepresence [7]–[15]. 

The analysis proceeds in three steps. First, key concepts and implementation challenges are extracted 

and grouped into recurring themes: governance and accountability, individualized continuity planning, 

hybrid instructional design, psychosocial support, monitoring and indicators, and safeguarding. 

Second, these themes are translated into an operational framework named the Hospital–School 

Continuity Mechanism (HSCM). Third, for each component, the article specifies intended functions, 

measurable indicators, and risk-mitigation measures suitable for institutional adoption. 

 

NATIJALAR VA MUHOKAMA (RESULTS AND DISCUSSIONS) 

The synthesis indicates that educational continuity during hospitalization is achieved not by isolated 

interventions but by a coordinated mechanism that links actors, plans, pedagogy, monitoring, and 

reintegration. The proposed Hospital–School Continuity Mechanism (HSCM) contains five mutually 

reinforcing components. 

1) Governance and role clarity. Continuity frequently fails due to “ownership gaps” in which no actor 

has end-to-end responsibility. HSCM recommends establishing a Continuity Team with defined roles: 

a hospital teacher (instructional adaptation), a home-school coordinator (curriculum alignment and 

assessment recognition), a clinical liaison (learning-relevant constraints without oversharing medical 

data), and a family point of contact (consent and feasible routines). Governance artifacts should include 

a responsibility matrix, a communication protocol, and escalation steps for continuity breakdowns. 

2) Individualized Continuity Plan (ICP). The ICP translates inclusion commitments into a feasible 

weekly plan aligned with the curriculum and the learner’s medical capacity. It should specify micro-

goals, acceptable workload, assessment approach, and communication rhythm. A key principle is 
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minimum viable continuity: during acute phases the goal is to preserve connection and maintain 

manageable learning engagement, while during recovery the plan can expand. 

3) Hybrid delivery model. HSCM recommends a three-layer delivery stack selected according to the 

learner’s condition: (a) bedside/hospital-class instruction in short sessions; (b) asynchronous micro-

learning modules; and (c) moderated synchronous connection to the home classroom when feasible. 

Telepresence solutions may be appropriate when social belonging is a priority and the classroom can 

establish norms that support meaningful participation [14], [15]. 

4) Monitoring, safeguarding, and data stewardship. Continuity systems require measurement, but data 

practices must be proportionate and rights-respecting [3], [4]. HSCM recommends collecting only 

minimal educational coordination data, establishing role-based access, and separating educational 

records from medical records. Monitoring should combine educational indicators (engagement, 

progression) and psychosocial signals (self-reported wellbeing), reflecting evidence that hospital 

schooling can influence resilience and anxiety outcomes [9], [10]. 

5) Reintegration pathways. Return to school is a high-risk transition due to accumulated gaps and 

ongoing fatigue. HSCM proposes a re-entry plan that includes a non-punitive diagnostic check, short-

term accommodations, peer integration support, and evaluation of what worked during hospitalization 

to improve future continuity cycles. 

 

1-jadval. Hospital–School Continuity Mechanism (HSCM): mechanisms, expected outcomes, 

indicators, and mitigation measures 

Mechanism Expected 

outcomes 

Suggested indicators Key risks Mitigation 

Governance & 

roles 

Fewer 

coordination 

failures; faster 

decisions 

Time-to-activation 

(days); response time to 

issues 

No owner; 

siloed work 

Responsibility 

matrix; 

escalation protocol 

Individualized 

Continuity Plan 

(ICP) 

Curriculum 

alignment; 

realistic workload 

Continuity rate (% 

eligible days with 

learning contact); 

goal attainment 

Overambitious 

plan; 

burden on family 

Minimum viable 

continuity; 

clarify optional tasks 

Hybrid delivery 

stack 

Sustained 

engagement; 

adaptable 

instruction 

Weekly engagement; 

micro-module 

completion; 

participation frequency 

Technology 

fatigue; 

passive 

participation 

Pedagogical model; 

short sessions; 

teacher moderation 

Monitoring & 

safeguarding 

Early risk 

detection; 

protected privacy 

Child self-rated 

wellbeing; 

incident rate; 

platform uptime 

Privacy breach; 

excess monitoring 

Minimal data; 

consent; 

access control; 

moderation 

Reintegration plan Smooth return; 

reduced learning 

loss 

Attendance post-return; 

gap closure progress; 

satisfaction 

Stigma; 

overload after 

return 

Gradual scaling; 

flexible assessment; 

peer support 

Manba: Author’s development based on thematic synthesis of sources [1]–[15]. 
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1-rasm. Hospital–School Continuity Mechanism (HSCM) process model 

Manba: Author’s development based on [1]–[15]. 

 

The proposed mechanisms align with inclusive education because they treat hospitalization as a barrier 

to participation that must be addressed through system design, not through ad-hoc solutions. Rights 

instruments reinforce that access and accommodation are obligations, implying that continuity should 

be institutionalized rather than dependent on informal goodwill [3], [4]. At the same time, school–

health policy emphasizes coordinated services and attention to wellbeing, acceptability, and equity [5]. 

In digital continuity, the main risk is the “tool-first” approach. Telepresence and online platforms can 

preserve connection and support learning, but without governance and pedagogical integration they 

may increase inequality and shift coordination burdens onto caregivers. Therefore, the recommended 

sequence is governance → planning → pedagogy → monitoring and safeguards → reintegration. This 

sequence transforms digitalization from an isolated intervention into a durable continuity system. 

 

XULOSA VA TAKLIFLAR (CONCLUSION & RECOMMENDATIONS) 

The article proposes a structured set of modern mechanisms for ensuring educational continuity for 

hospitalized learners within inclusive education. The core conclusion is that continuity is an 

organizational capability: it depends on role clarity, individualized planning, hybrid pedagogy, 

monitoring with safeguarding, and planned reintegration. 

Practical recommendations are as follows: 

1) Education authorities should formalize hospital–school continuity as part of inclusion strategy, 

define minimum service standards, and fund hospital teaching capacity. 

2) Schools should appoint continuity coordinators, adopt ICP templates, and ensure recognition of 

learning outcomes achieved during hospitalization. 

3) Hospitals and hospital education teams should implement short, flexible instructional sessions and 

coordinate learning windows with clinical routines. 

4) Digital implementation should be scenario-based (asynchronous micro-learning vs moderated 

synchronous participation vs telepresence) and supported by moderation, consent rules, and technical 

assistance. 

Future research can validate the framework through comparative case studies across hospitals and 

regions, test indicator sensitivity, and explore long-term educational and psychosocial outcomes for 

learners experiencing recurrent hospitalization. 
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