Evaluation Without Representation: Pediatric Resident
Perspectives on Competency-Based Medical Education

Harry Anzinger MD and Brett Schrewe MDCM, MA, PhD, FRCPC

Background

Pediatric residency programs transitioned in 2021 to a new Royal College
assessment model called Competence by Design (CBD).

CBD represents a fundamental shift in postgraduate medical education, from
a time-based system to one based on demonstrating professional
competencies through regular observations of the abilities expected of
specialists.

Competencies are integrated into Entrustable Professional Activities (EPAs),
which residents must complete to advance through residency.

Although CBD is intended to be learner-centered, resident voices have been
under-represented in its design and delivery.

Study Objectives

In this study, we

1.

Explored how pediatric residents perceive CBD as impacting their education
and evaluation

Identified ideas that pediatric residents have for programs and faculties to
improve CBD implementation

Document analysis of general and
program-specific CBD resources

Interviews with program directors and CBD leads at Universities of
Alberta (UofA), Toronto, and British Columbia (UBC) (n=6)

Program implementation values and priorities identified, which
informed the creation of resident interview framework

Interviews with pediatric residents at UofA and UBC (n=14)

Reflexive, Inductive Thematic Analysis

Acknowledgments

Thank you to all our participants!
This work is supported by the
Faculty/Resident Development Initiatives Grant (FRDIG)
Office of Faculty Development, UBC Faculty of Medicine

Questions?

brett.schrewe@ubc.ca
hanzinge@student.ubc.ca

C
w
0

|

€
g
i)

University of British Columbia, Department of Pediatrics

Results

Pediatric residents agree with CBD’s theory and espoused purpose, yet feel
that its potential benefits are significantly hampered in four key ways:
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Resident Suggestions for Improvement

Decrease total number of EPAs to focus on quality over quantity

Revise EPAs with perspectives from senior residents and recent graduates to better represent
current pediatric practice and resident learning goals

Improve dialogue between residents, preceptors, competency committees, & Royal College to
build buy-in/facilitate process improvement

Build preceptor engagement with recognition and positive reinforcement
Institute formal coaching resources for residents and staff
Support customization by competency committee for local context

Re-design the O-Score System to better represent stages of training
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Introduction

= At our institution, academic half day (AHD) in
pediatric clerkship consisted of mandatory
didactic lectures with minimal engagement.

= We created a new AHD curriculum based on
self-determination theory (SDT).12

= SDT emphasizes autonomy, relatedness and
competence as fundamental needs for
intrinsic motivation and success in learning
environments.12

Methods

Study “roadmap” with
suggested resources

Weekly case-based
discussions

Survey students using
Basic Psychological
Need Satisfaction at
Work Scale (W-BNS)34

Objectives

1.Can the tenets of SDT (autonomy, relatedness
and competence) be incorporated into AHDs
to increase learner motivation?

2.How does an AHD curriculum based on SDT
impact performance on exams?

Results

= 18% response rate (n=33)

= Students self-reported modest autonomy
and relatedness satisfaction, lower
subjective competency satisfaction.

= Objectively, no statistically significant
difference in average exam scores.

Average need satisfaction for each SDT domain
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*6 months of exam scores and data for 2023-2024 academic year thus far

Medical students can
be motivated through
self-directed and
collaborative AHD
curricula.

» However, students may struggle with
subjective feelings of competence when
introduced to self-determination theory
early in clinical training.

» This suggests a need for gradual increase
in autonomy as learners progress in
training and develop intrinsic motivation for
life-long learning.
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INTRODUCTION HYPOTHESIS
We hypothesize that Al-generated personal letters will have JL
* Personal statements have a substantial role within the equivalent scores to human-generated personal letters in pediatric carms
application process for the Canadian Resident Matching residency program admissions.
Service!

* Despite the widespread requirement for personal letters,
limited research exists on their efficacy in ranking
applicants, with wide inter-rater variability%3

. . . We will use traits from 30 original CARMs letters to create Al-generated letters using ChatGPT©O

* There have been previous studies noting the prevalence of
plagiarism in personal letter writing, which has been up to
5.6% in some literature*

* In the new generation of artificial intelligence (Al), there is a
lack of understanding of how large language models may
affect the effectiveness of personal letters in candidate

selection Letters will be scored using a standardized rubric out of 10 and whether they appear to be Al or
human-written.
An understanding of the efficacy of Al-generated OUTCOMES Primary outcome: Scores of Al-generated personal letters compared to human-generated personal
personal letters compared to human-generated letters in letters.

pediatric residency program applications (s important to
determine the continued relevance of personal letters in
an era where Al is readily accessible. REFERENCES (1)Whalen, Anthony. CaRMS, CaRMS, 6 Oct. 2023, www.carms.ca/.

(2)White, BA,, Sadoski, M., Thomas, S., and Shabahang, M. Is the evaluation of the personal statement a reliable component of the General Surgery Residency Application? Journal of Surgical
Education. 2012. 69(3), 340-343. https://doi.org/10.1016/jjsurg.2011.12.003.

(3)Cleland, J,, McLachlan J,, Nicholson, S., Patterson, F. Identifying best practice in the selection of medical students. 2022. Obtained from: https://www.gmc-uk.org/-/media/gmc-
site/about/identifyingbestpracticeintheselectionofmedicalstudentspdf51119804.pdf

(4)Stockman, J.A. Plagiarism in residency application essays. Yearbook of Pediatrics. 2012. 2012, 323-328. https://doi.org/10.1016/j.yped.2010.12.095.

Secondary outcome: Accuracy of markers determining whether the letter is Al or human-generated




VANDERBILT §/ UNIVERSITY

MEDICAL CENTER

Functional and phenotypic characterization of novel loss-of-function variants in CTLA4

Sean Duke?, James Maiarana?, Pariya Yousefi', Elijah Burks?, Samantha Gerrie!, Cornelius Boerkoel?, Ali Amid?, Dewi Schrader?’, Orlee Guttman?, Sally Lawrence!, Meera Rayar?, Connie Yang?, Anna
F. Lee!, Amin Kanani3, Persia Pourshahnazari3, Audi Setiadi', Jacob Rozmus?, Stephanie Erdle?, Kyla J Hildebrand?, Elliot James?, Stuart E Turvey?, Janet Markle?, Catherine M Biggs'?

1. BC Children's Hospital, The University of British Columbia, Vancouver, British Columbia, Canada.
2. Department of Pathology, Microbiology, and Immunology, Vanderbilt University Medical Center, Nashville, TN, United States.
3. St Paul’s Hospital, The University of British Columbia, Vancouver, British Columbia, Canada.

C
CHILDREN'S

Background

* Cytotoxic T lymphocyte antigen-4 (CTLA-4), a T-cell inhibitory receptor, regulates
immune responses by preventing overstimulation of T-cells through competitive

binding of CD80/CD86 on antigen presenting cells!
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Fig 1. Schematic illustrating T-cell activation (left), whereby CD28 cross-links with CD80, and T-cell
inhibition (right), whereby CTLA-4 outcompetes CD28 to bind CD80. Created using Biorender.

disorder termed CTLA-4 Insufficiency?

Heterozygous loss-of-function variants in CTLA4 result in the immune dysregulation

Diagnosing CTLA-4 Insufficiency facilitates use of life-saving targeted therapies;

however, can be hampered by inconclusive genetic testing results

variants identified at our center

Methods

study

Here we report the clinical presentations and functional validation of novel CTLA4

Patients with variants of uncertain significance (VUS) in CTLA4 were enrolled in the

Variant significance was analyzed by computational analytical tools and by

assessing CTLA-4-mediated transendocytosis of its ligand CD80, using plasmids

expressing the variants

Results
Case Presentations

Clinical and immunological features were assessed before and after treatment

Case 1

Case 2

2-month-old boy with a paternal VUS in
CTLA4 and paternal phenotype
consistent with CTLA-4 insufficiency
(recurrent infections, diarrhea, vitiligo,
hypogammaglobulinemia, eczema,
nodular lymphoid hyperplasia of the
liver, and T1DM)

Presenting history

13-year-old male referred for history of
recurrent Gl infections, refractory Crohn
disease, asymptomatic progressive pulmonary
nodules, autoimmune cytopenias, and
hypogammaglobulinemia, who around the
time of genetic diagnosis developed transient
expressive aphasia and agraphia on a one-
week background of persistent headache

Neutropenia (0.6x10%/L), normal IgG &
1gM,  IgA level , normal T/B/NK cell
subsets & T/B cell memory panels
Normal chest X-ray and abdominal
ultrasound

Investigations

Neutropenia (0.3x10%/L), 4 1gG & IgA, normal
1gM, L naive T cells, T PD1+ CD4 T-cells, T
CD57+ and TEMRA CD8 T-cells and T CD21low
B-cells

Brain MRI: several hyperintense lesions (Fig 4)

Heterozygous variant in CTLA4 c.416A>C,
p.(Tyr1395er)

Genetics

Heterozygous variant in CTLA4 c.424G>C,
p.(Gly142Arg)
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Variant analysis and functional validation

A Ligand Binding “Transmembrane Cytoplasmic C Fokkk
Domain Region Tail

3
8

ELLYPPP Y] YVGMGNG YPPPYYV (G| MGNGTQI
YPPPYYM (G| IGNGTQI

YPPPYYM (G| IGNGTQI
YPPP!

- Pig
« Olive Baboon
« Rhesus macaque

- Pig
« Olive Baboon
« Rhesus macaque

m
<
H
3
3
<
<
5
]
2
3
SBELA
zylo
% GFP Gain compared to Wild Type
@«
g

« Bovin ECMYPPP Y| YVGIGNG « Bovin YYV (G| IGNGTal o
« Folis sivestrs cactus ELMYPPP |Y| YAGMGNG « Felis sivestrs cactus YPPPYYA |G| MGNGTQI S P &
. u ELMYPPP |Y| YMGLGNG  Woodchuck YPPPYYM G| LGNGTQI & 0\“
B ~ Fig 2. A) CTLA-4 diagram showing the location of the tyrosine to serine
S (p.Y139S) and glycine to arginine (p.G142R) substitutions at positions 139
( and 142, respectively. B) Family pedigree demonstrating de novo
~ inheritance of p.G142R, and autosomal dominant inheritance of p.Y139S
) from an affected father in whom the variant occurred de novo. C)

it S () Transendocytosis of CD80SF by CHO cells expressing wild type or variant

Raatrso (Y1395, G142R) pCMV6-CTLA4-MycDDK plasmids. CD80S gain shown as.

TR e percent of wild type, n= 3 independent experiments. *p <0.05, ****
Ll p<0.0001, paired t-test. UT= untransfected control

Molecular diagnosis yields personalized therapy

Case 1:

« Diagnosis led to recognition of autoimmune neutropenia, which resolved by age 11 months

* Now undergoing routine monitoring for complications related to CTLA-4 Insufficiency

Case 2:

* Upon diagnosis, workup revealed inflammatory brain disease related to CTLA-4 insufficiency;
pulmonary nodules identified as granulomatous lymphocytic interstitial lung disease

* Adalimumab discontinued = transitioned to targeted therapy with the CTLA-4 fusion
protein abatacept, which in combination with corticosteroids and sirolimus dramatically
improved his multisystem (gastrointestinal, brain, lung, and hematologic) autoimmunity

Soluble IL-2 receptor level declines with treatment for CTLA-4 insufficiency in Case 2
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of the graph
*developed recurrence of loss of appetite, severe
fatigue, and neutropenia upon tapering steroids
. below 15mg/day; symptoms resolved once

i S steroids increased to 20mg/day
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respiratory infection treated with oral antibiotics
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Brain and immune abnormalities respond to targeted therapy for CTLA-4 insufficiency

At time of diagnosis

Attime of diagnosis
D4+ T cells

Fig 4. Axial FLAIR MR images. Image i
shows two areas of hyperintensity
within the parasagittal frontal lobes
bilaterally (arrows). Image ii shows a
further area of hyperintensity within
the left frontal lobe near the vertex
(arrow).
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Image i, shows an interval increase in
size of the area of FLAIR
hyperintensity within the left frontal
lobe (arrow) and a decrease in size of
the lesion within the right frontal lobe
(arrow). Image iv shows a decrease in
size of the left frontal lobe lesion near
the vertex (arrow).

11 months post treatment

CD4+ T cells CD8+ T cells
PO+ Coi: 3658 057 CoB+: 5547

Image v, in the same location as
Images i and iii, shows near complete
interval resolution of the area of
hyperintensity within the left frontal :
lobe (arrow) and complete resolution PD1 D5
4 of the lesion within the right frontal
lobe. Image vi, in the same location as
Images ii and iv, shows complete
interval resolution of FLAIR
hyperintensity of the left superior
frontal lobe lesion.

CDA5RA

Fig 5. Immunophenotyping at diagnosis and
before treatment showed expanded PD1+ CD4
T-cells and CD57+ CD8 T-cells that progressively
improved 4 and 11 months after initiating
directed therapies for CTLA-4 insufficiency.

Conclusions

* We present two previously unreported pathogenic variants in CTLA4 (supported by clinical
phenotypes, in silico modeling, and functional validation) and expand the genotypic profile
of CTLA-4 Insufficiency

¢ These two contrasting presentations and outcomes highlight (1) the vast phenotypic profile
of CTLA-4 Insufficiency, (2) the importance of considering IEls when evaluating patients
with immune dysregulation, and (3) the role of genetic testing when inborn errors of
immunity are suspected

¢ Further studies on the natural history and treatment of CTLA-4 Insufficiency are needed to
establish clinical care guidelines for these vulnerable patients
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Introduction

Social Determinants of Health (SDOH)
account for 30-55% of health outcomes;’
however, existing medical curricula may not
sufficiently equip trainees to address patients’
psychosocial needs.

This ongoing quality improvement project
aims to increase resident proficiency in
assessing and addressing SDOH within
UBC'’s Pediatric Residency Program.

We present our environmental scan of the
program’s curricular climate surrounding
SDOH education. Additionally, we present our
driver diagram that informed the interventions
for our Plan-Do-Study-Act (PDSA) cycles.

Methods

Interviews
Focus group

Environmental Resident survey
* Chart review in
scan Resident
Continuity Clinic

[ ]

-

Create driver diagram and
generate change ideas

[ ]

-

Conduct
Plan-Do-Study-Act cycles

Numerous barriers prevent pediatric
residents from receiving adequate education
on social determinants of health.

Pediatric residents express a desire for more
intentional and explicit teaching about the
psychosocial aspects of patient care.

Driver Diagram

Z
3

Primary Drivers

Secondary Drivers

What SDOH to ask about
(e.g., IT HELLPS, adversity, resilience)

Knowledge

To increase pediatric residents’
proficiency in assessing SDOH

How to ask about SDOH

(e.g, non-judgmental, trauma-informed,
culturally safe approaches)

Why we should ask about SDOH

(e.g., inform medical management, build
rapport, preventative care, advocacy)

Experience

First-hand experience
asking about SDOH

Second-hand experience
observing others ask about SDOH

Attitudes

Prioritization of
psychosocial aspects of care

Self-efficacy around ability to
make impact on patients’ SDOH

Results

According to our resident survey (n=14),

+ Only 29% felt proficient at assessing SDOH

* Only 36% felt proficient at addressing SDOH
Table 1: Chart review of social histories documented in randomly-

selected consultation notes, authored by pediatric residents in BC
Children’s Hospital's Resident Continuity Clinic (n=20).

Documented Components of Proportion of

Any social history taken 100%
Parental work status 85%
Parental occupations 60%
Living situation (ie. who does the patient live with?) 85%
Country of birth 25%
Extended health benefit access 25%
Financial strain 5%
Screen for food insecurity 0%
Screen for housing instability 0%
Screen for transportation needs 0%
Discussion

We selected 3 change ideas for the Social

Pediatrics rotation in our PDSA cycles:

» An orientation presentation, which teaches the IT-
HELLPS approach to social history-taking.2

» A case workbook on common psychosocial
issues in General Pediatrics.

» Structured observations of psychosocial histories
taken by healthcare providers experienced in
Social Pediatrics.

We plan to study how these interventions affect
resident proficiency at assessing and
addressing SDOH through our PDSA cycles.
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BACKGROUND
e A growing number of Canadians are speaking

predominantly a language other than English or
French at home (1).

When healthcare and health information is provided
in a non-preferred language, adverse outcomes have
been noted (2-4).

Professional interpreter services remain underused by
pediatric residents in a variety of clinical situations (5).

{ ») = V4=«
OBJECTIVES
To explore medical students' perceptions of
interpreter use in inpatient medicine.

To investigate the influence of the hidden curriculum
on medical students' decision-making regarding
interpreter use.

To examine how the hidden curriculum impacts the
professional identity of medical students in their
interactions with patients with limited English/French
proficiency.

EMERGING THEMES

System efficiency vs patient-centred care:

“It's 6:30 in the morning, you have 20 patients to round on, so you're trying to get
through all these patients. | think maybe in those scenarios, you just felt the pressure
to quickly see a patient and move on and not really take the time to talk to them.”

“If there's no uptake of those services or limited uptake of those services, and it's not
expected that your consult might take twice the amount of time because you're having
to speak through an interpreter, then you run into barriers as a learner who's being
constantly assessed.”

Experience shaping future practice:

“Seeing the level of appreciation that parents have to know what's happening to their
child- I think it's so huge and you can't replicate it without an interpreter. If you see
that enough and get that benefit enough, | think it will totally change your practice.”

“From what | have seen, | think it can make such a difference in people's experiences
in health care and improve their quality of care. | think it's something that should
definitely be addressed and introduced early on.”

Hfa 1«
e Primary data collection method: semi-structured
interviews.

Participants: third- and fourth-year medical students
at the University of British Columbia

Data Analysis: Thematic analysis, Braun and Clarke
(2006)

DISCUSSION

We aim to examine if underutilization of interpreter
services and the influence of systems limitations are
tied to medical students' decision-making.

The findings may inform targeted interventions to
address these issues, enhancing the quality of care
for patients with limited English/French proficiency
and shaping future healthcare professionals'
practice patterns and professional identities.

REFERENCES
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Introduction

Congenital heart disease is the most common congenital anomaly, occurring in ~1% of live

births.

« 25% of congenital heart defects are defined as critical congenital heart defects (CCHD)
which require immediate intervention.

CCHD can be detected in one of five ways:

« Prenatal ultrasound

« Physical exam

« Postnatal oximetry screening

« At clinical presentation with cyanosis/shock

« On autopsy

Prenatal detection of CCHD with ultrasonography allows appropriate prenatal counselling

and decision making, preparation for birth in an appropriate center and early intervention.

Vancouver Island (under the jurisdiction of Island Health) recommends routine anatomy

ultrasounds for all pregnant patients at 18-20 weeks which includes three standard cardiac

views which are the outflow view, 4-chamber view and cardiac axis view.

In 2021, Island Health trained sonographers in three additional “extended” cardiac views

which include the 3-vessel view, aortic arch view and bicaval view.

The goal is for these additional views to be completed for every 20-week anatomy scan, but

as they are optional, their completion rates are variable.

™

C) Right Ventricular Outflow Tract View  F) Three Vessel View

Figure 1. Standard cardiac views (A-C) and Extended cardiac views (D-F) showing
normal pathology, as performed during routine detailed prenatal ultrasound at 18-20
weeks.

Rese

« The aim of this quality improvement project is to identify barriers to routine completion of
extended cardiac views by sonographers on Vancouver Island.

+ We will then review rates of completion and comfort level with each view before and after an
educational intervention.

« Ultimately, we hope to increase the number of extended cardiac ultrasound scans to
increase our ability to detect CCHD prenatally.

This project was developed in consultation with the lead sonographer of Island Health and
local stakeholders, after which, ethics approval was completed.

Current literature on fetal ultrasonography and CCHD detection was reviewed.

This project was approached using the quality improvement Plan-Do-Study-Act (PDSA)
framework.

A survey assessing the comfort level of sonographers, completion rates and barriers to
completion of all cardiac views was developed and distributed to sonographers on Vancouver
Island in November 2023 (pre-Intervention).

A targeted education session performed by a pediatric cardiologist was completed in
December 2023. This session reviewed normal fetal echocardiography findings and
technique and then used a case-based approach to review abnormal pathology (TGA, AVSD,
VSD, coarctation of the aorta).

The same survey assessing the comfort level and
barriers to completion of all cardiac views was
again distributed to sonographers in January 2024
(post-Intervention).

Qualitative data was analyzed using thematic
analysis.

Using the PDSA framework for quality
improvement projects, we will aim to tailor our next
session to the themes that come out of our survey.
Statistical analysis of the survey questions was
completed to compare the response distribution in
Pre- and Post-Intervention groups, including
median (IQR) and frequency (percentage) for
scores of Likert scales. Pearson 2 or Fisher's
exact tests were applied to compare pre and post
intervention data.

Figure 2. Plan-Do-Study-Act Framework adapted from
Institute for Healthcare Improvement workbook. Image
from Louisiana Department of Health (Accessed March
2024)

urvey results and Qualitative Analysis

« Our survey was sent to all 125 sonographers employed by Island Health and 42 answered
the pre intervention survey, while 38 answered the post intervention survey (response rate:
33.6% and 30.4%, respectively).

Of the 125 sonographers invited, 45 were able to attend the education session (attendance
rate: 36%)

87% of post intervention participants noted that the education session increased their comfort
level with extended heart views.

When asked “what training would help you feel more comfortable with extended heart views”,
answers were analyzed and found to fit within 4 “themes”:

* Hands on training (9/50 responses)

« General advice for success in fetal echocardiography (9/50 responses)

« Further education in extended cardiac views (either generally or in specific scans such as

the bicaval or aortic arch views) (12/50 responses)

« Further instruction in abnormal/pathologic images (14/50 responses)

« Specific text examples were chosen below:

“Explanation of what abnormalities to look for when assessing bicaval or aortic arch. My
difficulty is that | can obtain the image, but | cannot determine if it is normal or not as | do
not know what a subtle abnormal aortic arch or abnormal bicaval view would look like--is it
subtle, is it obvious?”

“I'm comfortable with extended heart views, however any extra training with rounds,
specifically showing different pathologies is helpful. So we not only know what normal
looks like, but abnormalities that we can look for as well.”

“More hands on training, seeing abnormalities would be beneficial as we don't see many.”
“I always find fetal heart rounds helpful...| try for the bicaval and aortic arch but feel that |
am less successful every time with both those views... | really enjoy imaging the heart and
am always happy for more education. Thank you!”

Scanning for Success: comfort levels and perceived barriers to completion of extended AA
cardiac views on prenatal ultrasound before and after a targeted education session
Paige Murphy, MD; Jennifer Lawless, BSc, CRGS; Aisling A Young, MD FRCPC

island health

Statistical analysis

Comfort level in imaging the standard vs. extended fetal heart views
_stratified by Pre- vs. Post- groups

Pre Post

Distribution of Response

Standard Fetal Heart Extended Fetal Heart Standard Fetal Heart Extended Fetal Heart
Views Views Views Views

Response M1 M2 M3 W4 W5

Figure 3. Self reported sonographer comfort level with standard and extended fetal cardiac views before
(Pre) and after (Post) an education session. Data was analyzed using Pearson x2 or Fisher's exact tests.
The McNemar test was applied to take into account the possible dependence between variables. The
comfort level when completing extended cardiac views is significantly less than standard cardiac views in
both pre and post intervention distributions with a p-value of 0.0099 and 0.0037 respectively.

On a scale of 1 to 5, how comfortable do you feel imaging the 3-vessel view?

52.3% 52.6%

21.1% 21.1%

Distribution of Response

11.4%

2.3% 2.3%

Pre Post

[ W 1 Not W2 W3 4 W 5Verycomfortable |

Figure 4. Self reported sonographer technician comfort level with the three-vessel view (an extended cardiac
view) before (Pre) and after (Post) an education session. Data was analyzed using Pearson x2 or Fisher's
exact tests. There is a statistically significant difference between the pre and post intervention values
(p<0.05, p= 0.0201).
« Data was additionally collected and analyzed for all other standard and extended cardiac views,
but was not found to be statistically significant.

Conclusions/Future Directions

Sonographers report being less comfortable with extended fetal heart views compared to standard
fetal heart views (Figure 3).

An education session is an effective way to improve comfort level with specific ultrasound views, as
evidenced by a statistically significant improvement in comfort level with the 3-vessel view post
intervention (Figure 4).

Hands on training and further examples of abnormal pathology would be preferred topics for future
education sessions based on qualitative analysis of survey responses.

We will continue with repeated cycles of intervention with the aim of increasing comfort level and
completion rates for all extended heart views using the Plan-Do-Study-Act framework.

Future directions will include reviewing whether rates of prenatal diagnosis of CCHD are impacted
by the implementation and completion of extended fetal cardiac views.
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Respiratory outcomes by five years of age among children born preterm:
a population-based study using health services data

Jacqui van Warmerdam, Ye Shen, Lindsay Richter, Connie Yang, Sarka Lisonkova, Jonathan Wong, Ashley Roberts, Edmond Chan, Jeffrey Bone, Emily Kieran, Joseph Ting

Background

+ Neonatal care advancements have led to increased survival of preterm infants,
however many experience long-term respiratory complications.

+ Preterm infants are at increased risk for long term respiratory morbidity due to
incomplete in-utero lung development, and life-sustaining neonatal interventions.

+ There is increasing evidence of risk of respiratory morbidity among preterm infants,
but late preterm infants continue to be an understudied population.

« Our study uniquely leverages population-based data to characterize rates of
respiratory morbidity up to 5 years of age.

« Our study is the first to characterize the rate of healthcare contacts for respiratory

causes among preterm infants and provides insight to long term respiratory disease.

Methods

« Aretrospective cohort of infants born in British Columbia between April 1, 2004 to

December 31, 2014 were linked to population-based healthcare administrative data.

« Healthcare presentation for bronchiolitis, pneumonia, and asthma in the form of
outpatient visits (clinic or emergency department), hospitalizations, and ICU
admissions for were tracked using ICD-9 and ICD-10 diagnostic billing codes.
Infants were followed to 5 years of age.

« Healthcare visit rate due to asthma, bronchiolitis, and pneumonia were compared
between preterm and term infants (37-44 weeks GA) using Poisson regression.

)
Perinatal
Regisiry Outpatient Visits
: A
;
Q 1 W
e - o T 1cu Admissions
e = W coiom, L
Healthcare forasthma, ronehiots,
Administrative el
Databases Prescriptions

* Over the 10-year period, we followed 413,140 term infants, 33,227 infants born 34-
36 weeks GA, 8362 infants 28-33 weeks GA, and 1231 infants 22-27 weeks GA.

« Children born 22-27 weeks GA had the highest rates of hospitalization for asthma

[rate ratio (RR) 9.4], bronchiolitis (RR 10.5) and pneumonia (RR 15.9) when

compared to term infants. ez

Rates of ICU admission for asthma (RR 27.1) and pneumonia (RR 58.1) were

highest among those born at 22-27 weeks GA.

 Increased rates persist among children born 34-36 weeks GA, with higher rates of
hospitalization for asthma (RR 1.8), bronchiolitis (RR 2.1), and pneumonia (RR 1.8)
compared to term infants.

Preterm infants experience significantly
higher rates of healthcare visits,
hospitalizations, and ICU admissions for
respiratory causes compared to term infants.

Table 2. Relative rate of healthcare visits for asthma, bronchiolitis, and
pneumonia among infants born preterm, compared to term infants (37-44 weeks).

Gestational Age  22-27 weeks 28-33 weeks 34-36 weeks

3.a7 182 136
OutpatientVisit 3 34, 3.61) (1.78,1.85) (1.35,1.38)
. 334 177
Hospitalization | (791 11.13) .99, 3. (1.64,1.91)
27.06 72 222
ICUdmission | ;7 23, 40.37) 257, 5L (1.65,2.94)

Outpatient Visit

6.9 2.84 165
(6.32,7.51) (2.70, 2.99) (1.60,1.71)
10.48 3.9 211

(3-62, 4.20)
.02 .92 .53
(20.81, 36.85) (6.41,9.69) (2.99,4.14)

Hospitalization
ICU admission

4.57 175 127
(a.30, a.82) (1.69, 1.82) (1.24,1.30)

15.93 3.43 184
(14.27,17.73) (3.14, 3.74) (1.73,1.96)

5811 6.82 237
(46.56,71.71) (5.37,8.54) (1.93,2.88)

Outpatient Visit
Hospitalization

ICU admission

Rates were highest among extremely preterm
infants, but increased rates persisted
among infants born late preterm.

Table 1. Demographic characteristics, birth data, neonatal interventions, and early respiratory
complications of term and late preterm infants in British Columbia, born in 2004-2014.

" 28-33 weeks,

Birth Data e 8362, n
Sex (Male) 649 (52.7) 4581(54.8) 17,907 (53.9) 211,236 (51.1)
Delivery Method
C-section 808 (65.6) 4766 (57.0) 14,097 (42.5) 123,862 (30.0)
Vaginal 423(34.3) 3590 (43.0) 19,105 (57.5) 289,053 (70.0)
Multiple Birth 349 (28.4) 2482 (29.7) 6140 (18.5) 5207 (1.3)
Birth weight (grams), Median (IQR) 890(735;1050)  1870(1535;2191) 2735 (2425;3053) 3465 (3165; 3782)
Small for Gestational Age 63(5.12) 373(45) 1505 (4.8) 26,426 (6.4)
Large for Gestational Age 174(14.) 1185 (14.2) 4530 (13.6) 53,821 (13.0)
APGAR Score at Smin, Median (IQR) 7(6,8) 9(89) 9(9;9) 9(9;9)
Maternal Demographics
Age at Delivery (years), Median (IQR) 315(272;354)  315(27.3;355) 311(27.0;352)  308(269;345)
Smoking in Pregnancy 147 (13.9) 883 (12.4) 3565 (11.8) 35,197 (8.6)
Pre-eclampsia/Hypertension 131(124) 1241 (17.4) 4032 (13.4) 19,008 (4.7)
Diabetes 81(7.6) 1063 (14.9) 4301(14.3) 35,116 (8.6)
Geographic Location
Rural 102(9.6) 752 (10.6) 3325 (11.0) 44,668 (10.9)
Urban 958 (90.4) 6364 (89.4) 26,826 (89.4) 365,685 (89.1)

Neonatal Interventions & Early Respiratory Outcomes

Highest Level of Respiratory Support

Unknown/None 20(16) 3759 (45.0) 29,389 (88.4) 403,476 (97.7)
Oxygen 13 (1.06) 971 (11.6) 2065 (6.2) 5960 (1.4)
NIPPV 89(7.2) 1782 (21.3) 985 (3.0) 1929 (0.5)
Mechanical Ventilation 1109 (90.1) 1850 (22.1) 788 (2.4) 1875 (0.5)
Days on Mechanical Ventilation,

Median (IQR) 5(1;25) 0(0;0) 0(0;0) 0(0;0)
Bronchopulmonary Dysplasia 590 (47.9) 179 (2.1) <5 <10
Pneumothorax 35(28) 112(13) 166 (0.5) 974(0.2)
Infant Outpatient Antibiotic Exposure

6~ 12 months of life 285(26.9) 2190(29.7) 8907 (30.6) 101,820 (28.7)
6-60 months of life 975(92.2) 6606 (89.5) 25,990 (89.2) 313,674 (88.4)

Within the study population, the proportion of infants receiving neonatal respiratory
interventions increased with decreasing GA. (e 1)

Hospitalization for asthma, bronchiolitis, or pneumonia in the first 5 years occurred

in 28% of infants born 22-27 weeks GA, 11% of those born at 28-33 weeks GA, 7%
of those born 34-36 weeks GA and 4% of infants born at 37-44 weeks GA. (Figure 1)

Bronchiolitis Pneumonia Asthma Any Respiratory
2227 Week GA 2833 Week GA m34-36 Week GA  m 37-44 Week dpspitalization

Figure 1. Proportion of infants who were for br or
asthma over the 5 year follow up period, by gestational age.

Future Directions

Account for potential confounders with an adjusted Poisson regression model on the
rate of healthcare use for respiratory causes.
Characterize risk factors associated with increased rates of respiratory outcomes
with a multivariate analysis.
Assess rate of asthma prescription fills among preterm infants. %
populationdatase i
CIHR IRSC
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Acute respiratory tract infections (RTI's) are a
prevalent cause of hospital visits among young
infants, a population particularly vulnerable to
coexisting serious bacterial infections (SBIs). SBI’s
such as urinary tract infections, bacteremia, and
meningitis substantially elevate the risks of
morbidity and mortality in this age group. Prior
research has highlighted a low incidence of SBIs in
infants with viral RTls. However, comprehensive
research focusing on regional variations in SBI
prevalence and associated risk factors is scarce.
This study seeks to fill this gap by determining the
prevalence of concurrent SBls and identifying key
risk factors in infants aged 90 days or younger
diagnosed with acute respiratory tract infections.

Respiratory Tract Infections

Fahad Alotaibi, Claire Seaton

The study has enrolled 120 infants to
date (Table 1); of these, 70 (568.3%) are
male, and 105 (87.5%) were full-term
biths. The median (IQR) age at
admission was 32.9 days (21.9, 52). The
predominant clinical symptoms observed
include cough (81%), fever measured in-
hospital (16%), and fever reported by
parents or caregivers (19%). Other
significant symptoms are poor feeding
(51%) and apnea (13%). The median
(IQR) duration of respiratory symptoms
was 3 days (2, 5).

Data extraction and analysis is ongoing,
will have more results of SBI soon..

METHODS

This was a retrospective, observational cohort study
of infants, 90 days or younger admitted to BC
Children’s Hospital General Pediatric Inpatient Unit
or PICU with a clinical diagnosis of a severe acute
respiratory illness between July 1, 2022 and June
30, 2023. Cases were identified using ICD-10-CA
codes, then manually screened for inclusion.
Detailed clinical and demographic information was
extracted including clinical outcomes and
complications such as length of hospital admission,
pediatric intensive care unit (PICU) admission, need
for invasive mechanical ventilation, disposition, and
death. This subgroup analysis was done from the
READAPT-Kids study cohort (Clinical
chaRacteristics and outcomEs of hospitAlized
children with Acute resPiratory infecTions.)

CONCLUSION

Understanding the local prevalence of
SBIl's in infants under 90 days of age
admitted with an acute respiratory
infection is important to validate
previously published literature in our
population. In addition, by identifying
cases through clinical characteristics
associated with ARI’s, as well as positive
microbiological samples, our dataset
provides a unique description of potential
risk factors associated with SBI’s in this
population. By enhancing our
understanding of these infections, we
aim to reduce unnecessary admissions,
improve antimicrobial stewardship and
improve overall patient outcomes.

Pediatric Hospital Medicine, British Columbia Children’s Hospital, Canada

INTRODUCTION PRELIMNARY RESULTS

Table 1. Demographics and clinical
characteristics of the enrolled patients (N = 120)

Serious Bacterial Infections in Young Infants with Acute

Characteristic Level n (%)
Sex Male 70 (58.3)
Female 50 (41.7)
Gestational Term (= 37 weeks) 105 (87.5)
Age Preterm (< 37 weeks) 15 (12.5)
Underlying Healthy 108 (90)
Condition With co-morbidities 10 (8.3)
Unknown 2(1.7)
Symptoms Fever (reported) 23 (19)
Fever (measured 238°C) | 19 (16)
Cough 97 (81)
Coryza/nasal congestion| 92 (77)
Shortness of breath 9(7.5)
Increased WOB 86 (72)
Tachypnea 17 (14)
Apnea 15 (13)
Cyanosis 7 (5.8)
Dehydration/ low UOP 17 (14)
Diarrhea 5(4.2)
Fatigue/lethargy 28 (23)
Irritability 7 (5.8)
Poor feeding/appetite 61 (51)
Wheezing 6 (5)
Vomiting 16 (13)
Rash (not hand/foot) 3 (2.5)

WOB; work of breathing, UOP; urine output
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Autism and Second Language Exposure

Natalia Diaz Pinzon, Sarah M. Hutchison, Tim F. Oberlander, & Grace larocci

Background Methods

Autism spectrum disorder (ASD) is characterized Wh at is the im pact Of second We are currently analyzing existing data from

by differences in social communication and 396 children (age 6-16 years) with and without

restrictive-repetitive behaviors that are present g g p ASD that has been collected by Dr. Grace
during early development and affect everyday Ian ua e ex osure on Ia‘roccll...and her team at the SFU Autism and
pnctonne’ coghitive and language skills oo

. . . . We are wusing the EF and Functional
processes such as working memory, inhibition, N Ch Ildren Wlth and Wlthout Communication scales from the Behavior

flexibility, and planning. Children with ASD are Assessment System for Children-Second Edition
more likely to have difficulties in acquiring EF Autism’) Parent Report to measure cognitive and
skills compared to their typically developing " language skills.

peers.?

Executive function (EF) are higher cognitive

We are using parent reported measures of

Parents and professionals may be concerned second language exposure.

that second language exposure will have a
negative impact on EF and language skills in
children with ASD.

IQ was measured using the English version of
the WASI-II during a one-on-one assessment
with the child.

Research Questions

1. Will parent ratings of language abilities and
EF be significantly different between children
with and without ASD?

References

1. American Psychiatric Association (2013).
Diagnostic and statistical manual of mental
disorders: DSM-5

2. Will there be differences between children
with ASD who do or do not have an
intellectual disability (1Q<70)?

2. larocci G, Hutchison S, O’toole G. Second
Language Exposure, Functional
Communication, and Executive Function in
Children With and Without Autism Spectrum
Disorder J Autism Dev Disord (2017)
Jun;47(6):1818-1829.

Knowledge Translation

This information may be useful to parents of
children with ASD and clinicians on whether to
support second language exposure, especially
when there is a presence of an intellectual
disability (1Q < 70).

UBC THE UNIVERSITY OF BRITISH COLUMBIA gi‘l"d »/t', MON FRASER UNIVERSITY addl 4 = 6& —’I'l
== Il SIMON FRASER UNIVERS = ol : : i
W Holsp'i.teanl S S F THINKING OF THE WORLD ﬁ;& Developmental Disorders Lab CI H R I RSC Michael Smith Foundation for

Health Research

Research Institute
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Introduction

A Vincristine is one of the most used
chemotherapy agents in pediatric
cancer.

LHigh rate of adverse reactions
reported, especially severe peripheral
neuropathies.

L Some patients show long-term
residual neuropathy despite
symptomatic improvement.

L Research shows that neuropathy
caused by Vincristine affects walking
patterns in children and adolescents.

L Lack of research on its long-term
effects post-treatment completion,
especially in survivors beyond five
years.

VinGAIT pilot study: The effect of Vincristine on gait in Children

Jad El Maamari, Tim Bhatnagar, Rod Rassekh

Pediatric Hematology Oncology, BC Children’s Hospital, Vancouver BC Canada

Methods * Prospective pilot study k20 patients
A Received last dose of VCR > 5 years ago A Was diagnosed with VIPN

3D Motion Capture - Kinematics

Sagittal Plane Coronal Plane Transverse Plane
Ve 1 "

[pEsse— [P

C
w0
0

Results

L Results will highlight any gait
abnormalities that remain years after
completion of therapy and whether there
are any recurrent patterns of
abnormalities when compared to
healthy controls.

Conclusions

A This pilot study will identify if children
who received vincristine are at risk of
developing significant long term gait
abnormalities and will serve as
justification for a larger trial of video gait
assessment in long term survivors of
childhood cancer.

There are no relevant conflicts of interest to disclose
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Patient and Caregiver Perspectives of Trauma-Informed Care in
Pediatric Practice: A Scoping Review

Sanya Grover 13, Colleen Pawliuk?, Devon Greyson 4, Britt Udall 23, Matthew Carwana 3

*Faculty of Medicine, University of British Columbia
2BC Children’s Hospital Research Institute
3Responsive Intersectoral Child and Community Health Education and Research (RICHER) Program
4School of Population and Public Health, University of British Columbia

Hypothesis

« Children are at risk to experience trauma in many forms,
including developmental or intergenerational, and those who
experience childhood trauma are more likely to avoid health
interactions (1-3)

+ Trauma-informed care is a strengths-based, patient-centered
approach that involves promoting cultural safety, establishing
trust in relationships, and honoring resiliency (1)

«  While many frameworks may exist, current literature shows that
providers do not feel prepared to implement these skills

« More importantly, patient and caregiver perspectives are often
missing from this research

» As such, the objective of this review is to map perspectives of
patients, caregivers, and healthcare providers on trauma-
informed care practices for children and youth

Resear uestions

1. What evidence exists regarding care provider perspectives on
best practice guidelines for trauma informed care in pediatric
settings?

2. What evidence exists patient and/or caregiver perspectives on
best practice guidelines for trauma informed care in pediatric
settings?

Eligibility Criteria

* Inclusion criteria:

Q Participants: Perspectives of healthcare providers,
pediatric patients (18 years and younger), and their
caregivers, receiving care in healthcare settings

Q Concept: Trauma-informed care approaches and best
practices

Q Context: Inpatient and/or outpatient healthcare settings of
any geographical location and cultural context

» Exclusion Criteria: commentary or opinion articles

Met & Preliminary Results

» The scoping review will be conducted with the Joanna Briggs
Institute methodology

» Databases searched were: MEDLINE, Embase, PsycINFO
(EBSCOhost), Scopus, CINAHL (EBSCOhost), Social Work
Abstracts (EBSCOhost), Academic Search Complete
(EBSCOhost) and Google Scholar

« A total of 1972 articles were identified for initial screening

« Screening and data extraction will occur independently in
duplicate. Data will be presented as a narrative summary

Figure 1 — Realms of different adverse childhood experiences (ACES) (4). This diagram showcases the different aspects of
household, community, and environment factors that can impact a child’s health, wellbeing, and development.

REALIZE RECOGNIZE

Trauma-Informed Care

RESIST

RESPOND

Figure 2 —The Four R’s of Trauma Informed Care (5). This model is one example of existing frameworks and focuses on realizing
the impacts of trauma and potential paths for recovery, recognizing signs and symptoms of trauma, responding by integrating
knowledge into policies and practices, and resisting re-traumatization of patients and their caregivers.

» Our primary hypothesis is that there will
be a paucity of evidence outlining patient
or caregiver preferences for trauma-
informed care in the pediatric population

* We suspect majority of the evidence will
be focused on care provider
perspectives

*  We hypothesize some barriers to
implementing trauma-informed care for
providers may be inadequate training
and limited resources

Significance

» To our knowledge, there has been limited to no published
research on patient and caregiver perspectives on this topic

» Actively valuing and including these missing patient and
caregiver perspectives have the potential to further guide our
understanding of trauma-informed care and ultimately create
frameworks that are most relevant to them

» Furthermore, this review can shed light on how the experiences
and expertise of individuals who are marginalized and
oppressed are often excluded in policy development (6)

» The findings can spark meaningful dialogue and partnerships
with vulnerable communities to assess and reform best practice
guidelines
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Can we save the Eye? A look back at the intra-arterial
chemotherapy experience for retinoblastoma at BCCH

Catherine Njeru, MBChB, Mmed ! Caron Strahlendorf, MB, FRCPC, FCP *
1. Division of Pediatric hematology, Oncology and BMT, British Columbia Children’s Hospital (BCCH),

INTRODUCTION

Retinoblastoma (RB) is a relatively rare tumor of childhood that
accounts for about 3% of the cancers occurring in children younger
than 15 years.

The goals of treatment are first and foremost to achieve cure, to
preserve vision and decrease the risk of late sequelae from treatment.
Intra-arterial chemotherapy (IAC) is the technique of delivering
chemotherapy to the local arterial system of the eye. It has been
adopted by many tertiary centers as an option for up front treatment,
but rates of globe salvage are not well reported.

This is partly due to heterogeneity in practice as regards the
combination of drugs infused, the number of cycles given, and the
stage of disease at which this treatment is offered.

Our objectives were to determine the globe salvage rate after IA
chemotherapy for retinoblastoma at BCCH, and to describe the
characteristics of the patients whose avoided enucleation.

METHODS

Database search through Cerner for all BCCH patients who underwent
IA chemotherapy from Jan 2007- Dec 2017.

Chart review was done. Age at diagnosis, hereditary status, stage of
disease at diagnosis, the combination of drugs infused, as well as the
number of cycles given were reviewed and analyzed

The International Classification of Retinoblastoma (ICRB) staging
classification system was applied. It is based on tumor size, location,
and associated seeding, and can reliably predict chemo reduction
outcome. *

Group A = retinoblastoma up to 3 mm in size

Group B = retinoblastoma more than 3 mm in size, macular location, or minor subretinal fluid

Group C = retinoblastoma with localized seeds

Group D = retinoblastoma with diffuse seeds

Group E = massive retinoblastoma necessitating enucleation
1. Shields CL, Shields JA. Curr Opin Ophthalmol. 2006 Jun

INTRA- ARTERIAL CHEMOTHERAPY
DELIVERY

Figure 1: Selective
ophthalmic artery
chemotherapy is performed
by passing the catheter via
ICA through the femoral
artery into the OA ostium.
(route marked in blue)
Alternate route is
catheterization of MMA via
ECA and IMA. (route marked
in green) 2

2. Manjandavida, F.P. et al
(2019). Indian Journal of
Ophthalmology

RESULTS

* 9 children diagnosed with retinoblastoma received |A

chemotherapy, which was delivered to a total of 10 eyes
[one patient with bilateral disease had the procedure
done to both eyes]

Median age of diagnosis was 16 months

Two thirds of this cohort had bilateral disease

Overall globe salvage rate of 60%.

In cases of advanced retinoblastoma (Group D and E),
salvage rate was lower at 50%

In all cases, IAC was used in conjunction with either
systemic and/ or further local treatment

IAC was offered either as single agent melphalan, double
agent (melphalan and topotecan) or triple agent
(carboplatin, melphalan and topotecan)

Median of 3 cycles of IA chemotherapy offered

TABLE 1. Stage of Disease, Treatment and Outcome

Stageat Dx Year of IAC No.of agents Cycles IA Treatment Eye Salvaged
Group D 2008 1 6 Melphalan x 6 No
Group B 2017 1,then3 4 Melphalan x 2, x Triple A x 2 Yes
Group B 2016 1,then3 6 Melphalan x 2, Triple IAx 4 Yes
Group D 2019 3,then 2 3 Triple IAx 2, Double IAx 1 No
Group B 2020 2 3 Double IAx3 Yes
Group D 2020 2 3 Double Ax 3 No
Group D 2020 2 3 Double Ax 3 No
Group D 2021 3 1 TripleIAx 1 Yes
GroupE 2021 3 3 Triple IAx3 Yes
GroupD 2021 3 3 Triple IAx3 Yes

Figure 2: Distribution of patients by type of disease

u Unilateral

m Bilateral, heritable

Bilateral, 13q deletion
syndrome

Bilateral, mosaic
disease

CONCLUSION

* |IAC, achieved a globe salvage rate of at least 50%, even in
advanced RB, and will likely continue to be an important
component of treatment, especially in children with bilateral
disease.

e There is need for larger cohort studies with homogenous
practice and an adequate follow up period to provide higher
level evidence on this treatment modality
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Ketogenic diets for children and youth with epilepsy:
Long-term impact on eating behaviors and quality of life
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INTRODUCTION

Drug-resistant epilepsy (DRE) is defined as failure of
adequate trials of two tolerated, appropriately selected,
antiepileptic drugs to achieve sustained seizure freedom
(1). DRE affects approximately 25- 35% of youth with a
diagnosis of epilepsy.

The ketogenic diet (KD), a high-fat, low carbohydrate, and
adequate protein diet and is an evidence-based treatment
for children and youth experiencing DRE. When followed
strictly, the KD can decrease seizure frequency in youth with
DRE by more than >70% experiencing 50% reduction (2).

Although the KD can reduce seizure frequency, the strict diet
can pose an increased burden on the youth’s and families’
quality of life (QOL) which may result in discontinuation of
the KD (3, 4). Further understanding a family's
perspectives, barriers, and beliefs has the potential to
enhance pre-KD counselling and supports provided by their
healthcare team.

The purpose of our study is to examine the impact of a time-
limited dietary intervention for DRE on eating behavior and
quality of life.

OBJECTIVE

The aim of our study is to explore families’ experiences while
supporting their child with a dietary intervention for DRE to
examine potential barriers and facilitators to this
intervention.

This is study was part of a larger study investigating also
comparing eating pathology, somatic symptoms , and QOL.

METHODS

Our study is a single center, cross-sectional design using
narrative inquiry to explore and examine families’
experiences while supporting a youth on the KD for DRE.

We invited participants with DRE who had previous
experience with the KD (KD group) or who had not used this
dietary intervention (comparison group). We are presenting
the results of 12 care-providers describing their family’s
experience with the KD to treat their child’s DRE using open-
ended questions (please refer to the QR code to access a
list of the questions).

RESULTS

The questionnaires were reviewed as a whole and then
organized into entries specific to each family. Themes and
categories were drawn and currently being analyzed. Below
are examples of family responses:

“We have nothing but positive things to say about
keto-it gave us our son back”

“She did stop getting invites to bday parties because
people thought she would feel left out”

“It was overwhelming and was very expensive - meal
prep took 3 times longer”

“Prior to the diet she was very adventurous with food
and would eat everything...she will go for several
months only eating the same food”

Themes/sub-themes under review:

Effects the KD has on QOL, social experiences/ opportunities,
relationship with food, physical and emotional aspects, and
financial concerns. Many families found the advantages
outweighed the disadvantages would be do it again if offered:

NO ?

58% 25% 17%

NEXT STEPS

Complete the narrative inquiry analysis and finalize the
themes highlighting the family experience post-KD for youth
with DRE. Share the family experience with the clinic to
provide a assess and potentially improve current counselling
strategies, teaching, and follow-up guidance prior to starting
the KD for youth with DRE.

LIMITATIONS

 Itis important to acknowledge the personal biases and life
experiences that may impact the qualitative interpretation
of a family's expressed experience.

» This study relies on individuals retrospectively reflecting
on their experiences potentially resulting in over- and
under-reporting.

» The sample size (n=12) for the completed surveys used
for the narrative injury is small and may not be
generalized to a greater population.
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