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Alessandra Barreiro, MD

Alessandra Barreiro, MD, Susan Johnson, PhD, Matt Haemer, MD, Fran Hickey, MD,
Children's Hospital Colorado

Ethnic Differences in Child Feeding Practices in Children with Down Syndrome and
Association with BMI

Background: Children with Down syndrome (DS) demonstrate growth patterns that are
different when compared to typically developing children. With the recent release of new
growth charts for individuals with DS, BMI can be calculated and analyzed based up on
the growth trends of children with DS. Recent data suggests that Hispanic children with
DS have a higher BMI than non-Hispanic white children with DS. Research on the
etiology of growth disparities suggests that ethnic differences in child-feeding practices
are critical for our understanding of the development, prevention, and treatment of
obesity. To date, research linking higher BMI in children with controlling parental
feeding practices has focused on typically developing children. One research study on
child feeding practices for children ages 3-10 with DS (n=36) revealed that parents
reported a greater use of restriction, feelings of responsibility for feeding, and concern
about weight status for children with DS then their healthy siblings. The level of concern
was correlated positively with higher BMIz in the children with DS. Objectives: We
hypothesize that child feeding practices of parents of children ages 2-5 with DS are
associated with higher BMI. Hispanic parent perceptions of child and parent weight as
well as controlling feeding practices will be positively correlated with high BMI vs. non-
Hispanic parent perceptions and feeding practices. Methods: The Child Feeding
Questionnaire (CFQ) has been validated across several populations as a self-report
measure to assess parental feeding beliefs and practices related to child feeding. The
recent update of the CFQ (CFQ+) has additional constructs related to child autonomy in
feeding. Hispanic and Non-Hispanic White parents of children with DS visiting
Children’s Hospital of Colorado for outpatient care will be recruited to complete the
CFQ+. In addition, anthropometric and demographic data will be collected. BMI of
participants will be determined and plotted on the old DS growth charts vs. new growth
charts. Analysis: Statistical analysis will determine normality of distributions, and will
compare CFQ+ construct scores of parents of children with DS to established means from
typically developing samples previously reported in the literature. In addition, data will
be examined for associations among CFQ+ components and child weight status for all
children by sex and ethnicity. BMI and BMI percentile will be compared for children
with DS using both the new and old DS growth charts.

DePorres Cormier 11, MD

DePorres Cormier II, MD; Noelle Huntington, PhD. Division of Developmental
Medicine, Boston Children

Executive Function and Adaptive Skills in Children and Adolescents with Sickle Cell
Disease



Background: Children with Sickle Cell Disease (SCD) are at risk of numerous
neurocognitive sequelae, including deficits in executive functioning (EF). Studies
investigating the relationship between EF and adaptive skills in other clinical populations,
including children with autism spectrum disorder, attention deficit hyperactivity disorder
and prenatal alcohol exposure, suggest that deficits in EF negatively impact adaptive
skills. Examining if deficits in EF demonstrate a similar negative impact in adaptive skills
in patients with SCD would provide useful information in targeting interventions to
improve adaptive skills. However, the relationship between EF and adaptive skills in
SCD remains unclear. Previous research suggests that deficits in EF in children with SCD
correlate with poor social skills, however there is a paucity of studies examining the
relationship between EF and other domains of adaptive skills in children and adolescents
with SCD. Objective: Our objective is to determine whether a relationship exists between
deficits in EF and adaptive skills in children with SCD. Specifically, we aim to
investigate whether deficits in aspects of EF (working memory, inhibition) correlate with
deficits in certain subdomains of adaptive skills (social skills, coping mechanisms,
functional academics). Proposed Design/Methods: We propose a cross-sectional study of
patients with SCD recruited through the Sickle Cell Clinic at Boston Children’s Hospital.
Parents or primary caregivers of children with SCD ages 5-18 years will complete the
Behavior Rating Inventory of Executive Function (BRIEF) and the Adaptive Behavior
Assessment System, 3rd Edition (ABAS-III). Baseline medical data, including sickle cell
genotype and history of clinical or silent stroke, will also be obtained. We will then
evaluate for relationships between scores in subdomains of the BRIEF and ABAS-III.
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Demvihin Ihyembe, MD

Demvihin Thyembe, MD; Karen Kay Imagawa, MD; Jeffrey Yang, MD; Alexis
Deavenport, DrPH; Douglas L Vanderbilt, MD, MS.

Department of Pediatrics, Children

A Curriculum to Increase Pediatric Resident Knowledge, Self-Efficacy, and Motivation
Regarding the IEP Process

Background: The ability to “plan the appropriate diagnostic evaluation of poor school
performance” is a content specification of the general pediatric certification examination;
thus implying that training on how to navigate the school system should be part of the
pediatric resident’s curriculum. This is further corroborated by the American Academy of
Pediatrics (AAP) policy statement regarding the pediatrician’s role in the development
and implementation of and Individualized Education Plan (IEP). The AAP suggests that
pediatricians in clinical practice should not only screen, diagnose, and refer children with
educational difficulties who may benefit form services under IDEA but be able to serve
as counsel and advocate for these children. Clinicians are encouraged to collaborate with
the educational team and work to develop a plan suited to each individual child.
However, few clinicians screen patients for educational difficulties nor enquire from
parents if assistance is needed to navigate the IEP process. Insufficient training was
amongst the most significant barriers impacting a pediatrician’s ability to provide care to
children with educational difficulties. The effect of brief educational interventions on
improving knowledge and confidence in management has already been demonstrated in
various studies. e.g. SBIRT training for substance abuse. Aims: To demonstrate that a
training experience focusing on knowledge, self-efficacy, and motivation, will allow
pediatric residents to better connect families with school supports, particularly IEP
assessments. Objectives: (1) Increase pediatric residents’ knowledge regarding the IEP
process (2) Increase pediatric residents’ self-efficacy (confidence) regarding the IEP
process (3) Increase motivation to provide comprehensive care to children with
educational difficulties. Design/Methods: We have designed an educational curriculum
specific to the IEP assessment process. This will be piloted over a series of one-hour
training lectures with general pediatric residents at an academic tertiary institution.
Resident knowledge, self-efficacy, and motivation to learn will be assessed using pre-
and post- curriculum surveys. Resident participation will be captured during weekly
resident conferences over a 2-month period. A Power Analysis was conducted and
accounting for 20% attrition, a minimum of 35 participating residents will be required for
this study. Implications: It is expected that residents receiving the training will show
increased knowledge of the IEP assessment process. This in turn will increase their
ability to navigate, translate, and communicate with parents about the process, above and
beyond their abilities without the training. As a distant outcome, we plan to use this
information to develop an evidence-based curriculum for clinical teaching.

Carrie Kelly, MD
Carrie Kelly, MD; Hasbro Children's/Rhode Island Hospital, Providence, RI
Keeping Connected in Rhode Island: A Survey on Communication in Foster Care



Background: In Rhode Island in 2014 over 2,000 children were in out-of-home
placements. Of the children in foster care homes 11% were under the age of 1 year, and
42% were ages 1-5 years. Research demonstrates healthy, secure parent-child
relationships in infancy and early childhood have a critical impact on early child
development. The placement of infants and toddlers into foster care disrupts the
attachment of a child and their birth parents. In most cases the goal of foster care
placement will be eventual reunification with birth parents, therefore maintaining and
growing relationships between the young child and their birth parents should be an
important goal. Regular and ongoing communication between the birth parent and foster
parent about the child in care could help provide birth parents with important information
about their child, helping to support, inform and nurture their parent-child relationship.
In Rhode Island, the Department of Children, Youth and Families (DCYF) has moved
toward increased training for foster parents around relationships with birth families.
DCYF conducted a survey of resource (foster/adoptive) parents in 2014 looking at their
satisfaction with resource parenting, services and supports. The survey included
questions regarding satisfaction with role relationships, including their relationship with
the biological family of their foster/adoptive child. 21.3% of resource parents surveyed
were dissatisfied or very dissatisfied with this relationship, with an additional 34.9%
neutral about this relationship.

Objective/Aims: Understand whether, how, when, why and how successfully foster
parents of young children and their birth parents communicate in Rhode Island.
Design/Methods: A survey of Rhode Island foster parents is proposed to help understand
their experiences communicating with birth parents. Survey questions will include
demographic information about the foster parents, experience as a foster parent, types of
communication with birth parents (phone/ journaling/email/social media, including which
mode they prefer), frequency of communication with birth parents, overall experience
with communication (positive/negative/helpful). Open-ended questions will ask for
examples of good communication and also bad experiences with communication or lack
of communication between foster and birth parents. DCYF was approached regarding
distribution of the survey. In collaboration with DCYF decisions will be made regarding
the number of surveys distributed and survey form.

Implications: Getting baseline data regarding the communication between foster and
birth parents could help determine future direction for improving foster care in Rhode
Island. Information obtained could help evaluate the effectiveness of foster parent
training, and what additional supports are needed. Simple communication is a low cost
tool which could potentially have a positive impact on foster children in Rhode Island.

Cierra Moss, MD

Cierra Moss, MD, Thomas Power, PhD, Children’s Hospital of Philadelphia

Improving Adolescent ADHD Care Across Disciplines

Background: Children and adolescents often present to their primary care providers for
mental health concerns with ADHD being one of the most common. ADHD is frequently
identified and treated in childhood however as children transition to adolescents,
symptoms can become more subtle and are frequently missed by providers. Adolescents
with ADHD are at increased risk for multiple co-morbidities including depression,



anxiety, substance abuse and conduct disorders, and they are more likely to engage in risk
taking behaviors such as unprotected sex, risky driving, and behaviors resulting in STDs.
Although substantial research affirms the important role that PCPs serve in managing
ADHD among children between the ages of 5 and 12 years, the role of PCPs in managing
this disorder among adolescents has been understudied. Understanding the perspectives
of PCPs about the management of ADHD among adolescents and identifying their needs
for training and support is critical in developing educational programs to enable them to
manage adolescents with ADHD and providing resources to address the clinical needs of
their patients with ADHD. Further, ongoing collaboration between PCPs and experts in
the management of adolescent ADHD is needed to develop strategies to improve PCP use
of evidence-based practices for managing adolescent ADHD in primary care and improve
the services provided to these youth in primary care and the community. Aims: The first
goal of this study is to identify primary care and developmental pediatric provider
perceptions regarding the acceptability and feasibility of practice activities involved with
the management of adolescent ADHD. Our second goal is to use their perceptions and
apply quality improvement strategies among providers to improve evidence-based
practices in managing adolescent ADHD and improve quality of care for these patients in
primary care and subspecialty practices. Methods: We will conduct a survey to determine
what is acceptable and feasible among 2 large primary care practices and a
developmental pediatric practice in regards to assessment and treatment of adolescent
ADHD. Using the information from the survey, we will partner with a group of experts in
adolescent care and ADHD treatment including child and adolescent psychiatry,
adolescent medicine and psychology to create a learning collaborative among all
practices. The learning collaborative will incorporate different tools in identified key
areas of concern noted by providers in which they would like to implement practice
change over time. We will evaluate improvement in practice over time through survey,
clinician interview and chart review.
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Morgan White, MD

Morgan White, MD, Kathleen Angkustsiri, MD, Robin Hansen, MD, Christine Nordahl,
PhD, Daniel Tancredi, PhD, University of California Davis Medical Center

Sex Differences in Autism Spectrum Disorder

Background: Autism spectrum disorders are more prevalent in males than females.
Potential mechanisms explaining the 4.5:1 male:female prevalence ratio include the
protective effect of the additional X chromosome in females or hormone mediated
pathways that are influenced by the environment, among many others. Phenotypic
expression also varies by sex, with autistic females more likely to have intellectual
disability and seizure disorders while males exhibit more severe restricted/repetitive
behaviors. Understanding the phenotypic differences between males and females may
allow for insight into the etiology of autism spectrum disorders. Once this is better
understood, sex specific screening, diagnostic and treatment pathways may be
considered. Methods: The Childhood Autism Risks from Genetics and the Environment
(CHARGE) study is a population-based case-control study that is ongoing at the UC
Davis MIND (Medical Investigations of Neurodevelopmental Disorders) Institute.
Participants include children ages 2-5 years old with autism spectrum disorders, and
developmental delay, along with age and location matched typically developing controls.
Study procedures include a comprehensive history and physical exam performed by a
developmental-behavioral pediatrician, parental report of the child’s behavior and
adaptive skills, and neurodevelopmental testing. For this analysis, all children who meet
criteria for autism spectrum disorder based on the ADOS and ADI-R will be included.
Any child with a known genetic risk factor for autism or developmental delay will be
excluded (Trisomy 21, Fragile X syndrome, 22q11.2 deletion syndrome, etc). Males and
females will be compared to examine differences in development (Mullen Scales of Early
Learning), behavior (Aberrant Behavior Checklist and Vineland Adaptive Behavior
Scales) and autism severity (Autism Diagnostic Observation Schedule). Analysis will
also compare males and females in regards to demographics, growth parameters, seizures
and psychiatric comorbidities. Multiple linear regression will be used for analysis, taking
into account covariates that could confound or otherwise influence the relationship
between variables. Results/Conclusion: If available, preliminary results will be presented
at the 2016 meeting. Questions: Input regarding power calculations for detecting clinical
differences between groups would be appreciated.

Sai Iyer, MD

Sai Iyer, MD, Natacha Akshoomoff, Sheila Gahagan, UCSD, Robert Needlman, Case
Western Reserve University, Sue Berger, Northwester University

Clinical Assessment of Emergent Literacy Development in Preschool Children Using the
Reach Out and Read Model

Background: Children enter kindergarten with varying levels of emergent literacy skills.
Early identification of emergent literacy delays offers a window of opportunity for
intervention before the child enters school. The preschool preventative visit is an ideal
venue for universal screening of all preschool children for delays in emergent literacy.



The Reach out and Read (ROR) interaction offers the pediatrician an opportunity to
assess the preschool child’s reading readiness, provide specific guidance and initiate
further evaluations as needed. No study to date has described a standardized method for
brief, clinic-based emergent literacy assessment, nor documented the validity of the
approach. We hope that this study will add to the evidence base for screening for
emergent literacy problems in preschool children. Objectives: 1. To develop a ROR-
based Emergent Literacy Skills Assessment tool (ELSAT) for preschool children. 2. To
validate this tool against reference measures - Stim-Q (preschool), Get Ready to Read-
Revised (GRTR-R) & Phonological awareness composite score of the Comprehensive
Test of Phonological Processing-2 (CTOPP-2), Peabody Picture Vocabulary Test (PPVT-
3). 3. To study the feasibility of using the ELSAT in a pediatric practice. Methods: Phase
1: Piloting and Iteration (n = 25) — A set of questions to assess different domains of
emergent literacy skills was developed based on review of existing literature. A picture
book was selected, with the assistance of a children’s librarian based on developmental
appropriateness and universal appeal to preschool children. The questions are being pilot
tested with a group of 4-year-old children in a preschool setting (Head Start schools and a
private preschool). Through an iterative process, modifications are being made to the
questions. At the end of the iteration, the most discriminatory items will be retained for
the validation phase. Phase 2: Validation of the ELSAT against reference measures (n =
120) — The ELSAT and reference measures will be administered to the preschool children
and parents. Sensitivity, specificity and positive and negative predictive values of the
ELSAT in comparison to reference measures will be calculated. Phase 3: Feasibility in
practice (n =20) —The clinicians will administer the ELSAT during the WCC visit and
record their observations. Physicians and parents will also be asked to complete a survey
to assess their impressions of the interaction. Results: The pilot phase of the study is
ongoing. A total of 22 families have been consented (9 — private preschool, 13 — Head
start). Pilot testing has been completed on 7 children in the private preschool.

Silvia Pereira-Smith, MD

Silvia Pereira-Smith, MD, Medical University of South Carolina

Awareness and Implementation of Modifications that Address Elopement Behavior in
Children with Autism Spectrum Disorder

BACKGROUND: Reports of elopement in children with autism spectrum disorder
(ASD) are often present in the media, with some cases ending in tragedy. To date, there
have been studies published regarding the occurrence of elopement behavior in
individuals with ASD (49%), as well as overall mortality rates. However, there is limited
data on family awareness and use of behavior modifications for elopement behavior.
OBJECTIVES: To identify prevalence of elopement in children with ASD, the
knowledge and use of behavioral modifications to address elopement in families of
children with ASD, and the identification of potential variables that may be associated
with elopement and the use of behavioral modifications. METHODS: A survey will be
distributed in the clinical setting to assess family report of elopement concerns and
knowledge and or use of behavior modifications. Survey questions will inquire about
current/past elopement behavior, if elopement behavior has been addressed by their
physician, if they have mentioned elopement concerns to their physician, personal use of



the various modifications, sociodemographic characteristics, and clinical characteristics.
Once prevalence is established, statistical differences between awareness and use of
modifications will be assessed. Questions for the group would be related to survey design
and consideration for expanding it outside of MUSC in order to increase the power. [ am
currently considering in-visit versus mail survey distribution, the number of charts that
need to be reviewed for the initial prevalence measurement, the ages to include, possible
comparison group, and inclusion/exclusion criteria.
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Katherine Trier, MD

Katherine Trier, MD, Susan Faja, PhD, Division of Developmental Medicine, Boston
Children's Hospital, Boston, MA

Think Before you Act: Differences in Inhibition and Other Executive Functions between
Children with Autism Spectrum Disorder and Attention Deficit Hyperactivity Disorder.
Background: Executive functioning (EF) refers to the ability to manage complex or
conflicting information while achieving a goal. EF has been found to be impaired in the
majority of children with Autism Spectrum Disorder (ASD) as well as in children with
Attention Deficit Hyperactivity Disorder (ADHD). Whereas both disorders are known to
have impairments in EF, it is thought that the specific areas of weakness differ between
children with ASD and children with ADHD. Recent data has indicated a differential
performance in specific tasks used to measure EF between children with ASD alone and
children with ASD and ADHD-like features. Whereas many studies have documented
impaired EF in children with ASD and ADHD, none have been able to specifically
identify a clear profile that distinguishes children with each disorder. Objective: To
investigate the EF performance of children with ASD alone versus children with ADHD
alone using a detailed battery of behavioral and neural measures that emphasize the
inhibition subdomain of EF. Design/Methods: Our study will combine existing data on
children with ASD with prospectively collected data on children with ADHD. Data for
children with ASD was collected as part of an ongoing investigation into the EF abilities
of children with ASD recruited through Boston Children’s Hospital (BCH). Included
children have a clinical diagnosis of ASD, are between the ages of 7 and 11 years old and
have an IQ greater than 85. Participants undergo a battery of EF tests including a Cued
Go/Nogo task and the Children’s ANT (Flanker task) — during which
electrophysiological brain responses are collected. Behavioral tasks include measures of
inhibition (Stroop task and Change task), shifting (Change Task), and working memory
(Backward Digit Span task). Additionally, parents complete surveys including the Child
Behavior Checklist and Behavior Rating Inventory of Executive Function. For our study,
we will select participants who were not prescribed any medications used to treat ADHD
and will then screen these children for ADHD symptoms by administration of the
Conners Comprehensive Behavior Ratings Scale. For our ADHD sample, children will be
recruited from BCH and will have a known clinical diagnosis of ADHD. This sample will
be age- and 1Q-matched to our ASD sample. Participants with ADHD will be screened
for ASD symptoms by administration of the Social Responsiveness Scale and will be
asked to be off all stimulant and non-stimulant medications used to treat ADHD during
their study visit. ADHD participants will complete the same battery of tests completed by
our ASD sample.

Emily Whitgob, MD, MEd

Emily Whitgob, MD, MEd, Lynne Huffman, MD, Irene Loe, MD, Stanford University
Academic Outcomes for Children in Child Welfare who have Chronic Medical
Conditions

Background: Children in the child welfare system are at high risk for adverse outcomes,
including poorer academic and educational outcomes and higher rates of chronic medical



conditions compared to the general population. Using the National Survey of Child and
Adolescent Well-Being (NSCAW), the first nationally representative, longitudinal study
of children involved in child welfare services (CWS) investigations, Ringeisen et al (1)
found that ~33% of children had a special health care need, far greater than the 12.8%
estimate in the general population. Whether the presence of a chronic medical condition
is associated with academic and educational outcomes of children in child welfare has not
been fully described. Chronic medical conditions could be associated with better
outcomes if increased contact with the medical system was also associated with increased
resources or referrals. Or, similar to the general population, there could be an additive
negative impact of chronic medical conditions on outcomes in this vulnerable population.
Objectives: To determine if the presence of a chronic medical condition contributes to
academic and educational outcomes of children in the child welfare system Methods:
Secondary data analysis of NSCAW. This dataset includes all children and families that
entered CWS, ~5,501 children between 0-14 years of age at the close of CWS
investigation. There are 5 sampling periods over 97 months. Using hierarchical linear or
logistic regression models we will investigate factors contributing to academic and
educational outcomes of children in CWS, including presence or absence of chronic
medical conditions. NSCAW queried child caregivers regarding 22 medical conditions
and whether the child was limited by the condition. Academic outcomes include change
in academic achievement scores (time 1 to time 2) as measured on the Woodcock-
Johnson IV; educational outcome is high school graduation (yes/no). Other predictor
variables include: socioeconomic status, race/ethnicity, sex, and CWS status (ie., un-
/substantiated). Covariates or exclusion variables include developmental
status/neurodevelopmental disorder (i.e, intellectual disability). Results: Conclusions:
Implications: If there is a protective association of having a medical condition, then the
extra contact with the medical system may play a role and warrants further study of what
aspects contribute to positive outcomes. If there is a negative association, this raises
questions about how to offset the impact of chronic medical conditions in this vulnerable
population. Results may change the way the medical community approaches care for this
population. Questions: How to categorize medical conditions/which ones to include? (1)
Ringeisen, H., Casanueva, C. E., Urato, M. P., & Cross, T. P. (2008). Special health care
needs among children in child welfare. Pediatrics, 122(1), 232-241.

Bridget Thompson, DO

Bridget Thompson DO, Pamela High MD, Brown University

Adverse Childhood Experiences and Diagnosis of Developmental or Behavioral
Disorders in Young Children

OBJECTIVE To examine associations between adverse childhood experiences (ACEs)
and the diagnosis of developmental delay, behavioral or learning disorders in early
childhood in a population based sample of American children. BACKGROUND Many
studies have shown that ACEs are associated with poor health and quality of life in
adults.1 To date, little information is known regarding associations between ACEs
experienced in early childhood and the diagnosis of developmental, learning and
behavioral disorders prior to school age. In this study we will examine the association of
health professional or school diagnosis of children 2 to 5 years of age with development,
learning or behavior disorders with caregiver report of the child’s ACEs. It is



hypothesized that ACEs experienced in early childhood will be associated with increased
diagnosis of children’s development, learning and behavior disorders prior to school age.
METHODS A secondary analysis was performed using the 2011/2012 National Survey
of Children’s Health data. This survey provides cross-sectional, demographically
weighted caregiver-report of 9 ACEs among US children age 0-17 years, as well as data
on children’s learning, development and behavior. The 9 ACEs identified were household
financial stress, parental divorce/separation, parental death, parental incarceration,
household mental illness, household alcohol or drug abuse, witnessing domestic violence
or experiencing discrimination due to race/ethnicity. RESULTS Among 19,161 children
2-5 years old in this study, 60% (12,236) had no ACEs reported, 24.8% (4,230) had 1
ACE and 15.3% (2,695) had 2 or more ACEs. Overall, 10.2% (1,769) of these caregivers
were concerned about their child’s development, learning or behavior. A health
professional had diagnosed developmental delay in 5.7% (1,104) of these children and
3.6% (693) were reported to be currently delayed. In addition, a health professional had
diagnosed a behavioral disorder in 1.6% (229) of these children, while only 1% (195)
currently had a behavioral disorder. Also, a health professional or school official
diagnosed a learning disorder in 4.6% of 3-5 year olds but only 3% (462) were reported
to have a current learning disorder. STATA version 13.1 will be used to provide further
descriptive statistics regarding this sample of 2 to 5 year olds as well as for bivariate and
multivariate analysis looking at the relationship between ACEs and the diagnosis of
developmental delay, learning disability and behavior disorder and the contribution of co-
variants to this association.
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Emily Shabason, MD

Emily Shabason, MD, Matthew Hocking, PhD, Children’s Hospital of Philadelphia
Social Attention in Pediatric Survivors of Brain Tumors and Children with Autism
Spectrum Disorder

BACKGROUND: Pediatric survivors of brain tumors (PSBT) often have debilitating
neurodevelopmental late effects that contribute to deficits in social adjustment. For
example, PSBT typically struggle with facial expression recognition and have fewer close
friends, less peer acceptance, and greater social isolation than healthy controls. This
proposal is part of a larger study to investigate whether these social deficits are similar to
those of children with autism spectrum disorder (ASD), through the use of eye-tracking
technology, a facial expression recognition task, and additional measures of social
functioning. OBJECTIVES: This proposal’s targeted goals are to (1) examine the
associations between survivors’ perceived peer relationship quality with their visual
social attention and facial expression recognition abilities, and with parent- and teacher-
measures of social functioning, and (2) explore the associations between age of diagnosis,
central nervous system-directed treatment intensity, cognitive functioning, and cosmetic
and functional impairments with social attention, facial expression recognition abilities,
and perceived peer relationship quality. METHODS: This study employs a between
groups, cross-sectional design. Participants will include PSBT (n=60), including an equal
number of survivors of infratentorial and supratentorial tumors, followed at The
Children’s Hospital of Philadelphia (CHOP). Survivors will be ages 6-17 years and at
least 5 years from diagnosis and 2 years from the end of tumor-directed therapy.
Measures will be linked to an existing dataset of youth with ASD (n=60) and typically
developing youth (n=52) through CHOP’s Center for Autism Research. Survivors will be
administered an eye-tracking measure to capture social attention (gaze patterns) during
social stimuli, a computer-based assessment to capture the ability to interpret facial
expressions, and a measure of general cognitive functioning. Survivors and parents (as
proxy-report) will each complete the Patient Reported Outcomes Measurement
Information System (PROMIS) measure on Peer Relationships. Parents and teachers will
complete measures on survivors’ reciprocal social behavior, executive and adaptive
functioning, and pragmatic social communication skills. For the analysis, Pearson
correlations and hierarchical multiple regression analyses will be used to evaluate
associations between survivors’ perceived peer relationship quality, social attention and
facial expression recognition abilities. Pearson correlations and ANOVA will be used to
evaluate associations between survivors’ social attention and various medical correlates.
QUESTIONS: What experiences have you had studying social functioning in cohorts of
children who do NOT have ASD? How might interventions for other populations inform
approaches to improve survivors’ social functioning?



Samantha Lewis Cohen, MD

Samantha C. Lewis Cohen, MD, Julie Schweitzer, PhD, Robin Hansen, MD, Kathleen
Angkustsiri, MD, Andrea Schneider, PhD, Philippe Goldin, PhD, Mary Beth Steinfeld,
MD, Daniel Tancredi, PhD, Roxanne N. Rashedi (PhD Student), UC Davis

The Effects of Yoga on Attention, Impulsivity, and Hyperactivity in Preschool Age
Children with ADHD Symptoms

Background: Symptoms of attention-deficit hyperactivity disorder (ADHD) are often
observable by preschool age. Seventy to eighty percent of preschoolers with symptoms of
ADHD continue to display these symptoms in elementary school. Behavioral therapies
are recommended as first line treatments in this age group. There have been some small
but promising studies looking at yoga as an intervention for school age children with
ADHD, but no studies have investigated yoga as an intervention for preschoolers with
ADHD symptoms. Objectives: This pilot project will evaluate the effect of yoga on
attention and challenging behaviors, as rated by parent and teachers, attentional control,
and heart rate variability (HRV) in preschool age children with ADHD symptom:s.
Methods: This is a randomized waitlist-controlled trial of a 6 week children’s yoga
intervention. Preschoolers with 4 or more ADHD symptoms on the ADHD Rating Scale
Preschool Version IV (parent or teacher completed) will be enrolled. Behavioral
symptoms will be evaluated through parent and teacher rating scales (ADHD Rating
Scale-1V Preschool Version and Strengths and Difficulties Questionnaire). Attention will
be measured via the KiTAP and heart rate variability will be collected. We also plan to
collect qualitative data by conducting focus groups with parents and teachers after the
children have practiced yoga for six weeks. We have enrolled 24 children, and the study
started at the end of January. Group Discussion Questions: 1. In the future what would
make a good control group other than a wait-list control? 2. How should I account for
missing data (e.g. some children refused to wear the HRV monitor or were not able to do
the full test for all KiTAP subtests)? 3. Should I include data in my analysis for children
if they do not complete the study? 4. Can I combine the post-test results for Group 1
(which does yoga 1st) with Group 2 (the wait-list group who will do yoga for 6 weeks in
the 2nd time period) for the analysis?
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Kristina Galura, MD

Kristina Eleanor Galura, MD, Douglas Vanderbilt, MD MPH, Joyce Javier, MD, Sheree
Schrager, PHD, Alexis Davenport-Saman, DRPH, Children's Hospital Los Angeles
Perspectives of Filipino Parents in Los Angeles: Identifying Barriers to Developmental-
Behavioral Pediatric Care

Background: Filipino immigrants constitute one of the largest foreign born groups in the
United States, accounting for 4.5 percent of the 41.3 million total immigrant population
based on the last American Community Survey. Most Filipino immigrants settled in
California. Filipinos comprise 2.2 percent of Los Angeles County, leading nationwide
county rates for Filipino density. Behavioral and mental health disparities among
Filipinos have been described in past studies. Filipinos have a higher rate of severe
depression compared to other Asians despite lower reported levels of anti-depressant
medication use. Mental health is often associated with dysfunction for Asian-Americans
who are more likely to seek care for somatic symptoms versus behavioral concerns.
Despite unique ethno-cultural differences, studies evaluating mental health have often
included Filipinos under a general Asian-American cohort. Filipinos have strong cultural,
social, and familial ties which may add to a low behavioral health service use.
Developmental-Behavioral Pediatricians (DBPs) offer expert evaluation, and
management using validated approaches for behavior concerns including autism, ADHD,
learning disorders, intellectual disability, and developmental delay. With a deeper
understanding that a child’s development happens foremost in the context of family,
DBPs seek to understand the family’s view of the problem and this problem’s effect on
the family using a bio-psycho-social model. To date, literature has not analyzed the
barriers to utilization of Developmental-Behavioral Pediatrics (DBP) within the Filipino
community. Aims: To identify barriers in DBP service utilization within this rapidly
growing and understudied population. Design/Methods: We will describe perceptions of
Filipino parents toward DBP through a two-step qualitative method using semi-structured
interviews and focus groups of Filipino parents living in Los Angeles County with
children 0-8 years old, recruited through local community programs. . Semi-structured
interviews will be conducted in two groups of 8 parents, with one group representing
parents of children with a diagnosed developmental-behavioral concern and one group
without. Themes generated from the interviews will then inform interview scripts that
will be used in two focus groups of 4-8 parents divided based on their child’s previous
developmental-behavioral diagnosis history. Interview and focus group data will be
analyzed using grounded theory to identify barriers to care from recurring perceptions.
Implications: Once identified, strategies to overcome specific barriers may be produced
to increase delivery of care, improving behavioral health outcomes within the family unit.

Kate Wallis, MD, MPH

Kate E. Wallis, MD, MPH, Children's Hospital of Philadelphia, David S. Mandell, ScD,
University of Pennsylvania

Communicating about Developmental Issues in Primary Care



Background: This project examines whether racial and ethnic differences in pediatrician-
parent communication contribute to disparities in identification of children with
developmental delays (DD) and autism spectrum disorder (ASD). Minority children with
a variety of developmental problems, including ASD, are diagnosed less frequently and at
later ages than white children. While disparities in identification of these disorders have
been recognized for the past decade, the driving factors that underlie these disparities are
poorly understood. Several child and parent factors may be involved, including less
primary and specialty care use among minority and low-SES families, and differential
expectations about child development. Additionally, physicians may differentially elicit
and respond to developmental concerns. Each of these plausibly contributes to disparities
in identification of children with DD/ASD, but little research has examined how parents
and physician interact to produce disparities; to date, only one pilot study has examined
parent-physician communication about developmental concerns, and the sample was
insufficient to detect racial/ethnic differences. We hypothesize that differences in the
content, quality, and quantity of communication between parents and pediatricians
contribute to disparities in the identification of minority children with DD/ASD.
Objectives: 1-Describe racial/ethnic differences in how developmental concerns are
raised and by whom. We will estimate the probability of parents raising concerns after a
waiting-room screener indicates that concerns are present. We will describe physician’s
methods for evaluating development. 2-Measure the quality of communication from
parents and physicians after one of them raises a developmental concern. We will
determine whether stylistic differences prompt different responses. 3-Estimate
racial/ethnic differences in provision of anticipatory guidance offered about development.
Pediatricians have a role in educating parents about milestones, regardless of
developmental concerns. Methods: We will recruit 30 physicians and 5 patients per
physician from local primary care practices. We will obtain audio-recordings of well-
child visits for children ages 18-30 months. We will analyze these recordings using the
Roter Interaction Analysis System (RIAS), a method for coding medical dialogue.
Independent variables include parent self-identified race/ethnicity, maternal education,
primary language, and responses to the Parent’s Evaluation of Developmental Status. The
primary outcomes will be quality and quantity of physician-parent communication using
RIAS categorization. Important covariates include variables at the patient (eg, sex),
physician (eg, years in practice), and practice (eg, percentage of minority patients) levels.
Questions: Experience recruiting in primary care, audio-recording visits? What physician
and practice variables are important to measure?

Dana Won, MD

Dana Won, MD, Lynne Huffman, MD, Lucile Packard Children’s Hospital Stanford
University

Identification of Sleep Problems in Children with ASD and ADHD: A DBPNet Study
Background: Sleep problems are highly prevalent in children with Autism Spectrum
Disorder (ASD) and Attention-Deficit/Hyperactivity Disorder (ADHD). Prevalence rates
range from 53-78% for children with ASD (Couturier, Speechley et al. 2005, Krakowiak,
Goodlin-Jones et al. 2008) and 50%-73% for children with ADHD (Sung, Hiscock et al.
2008) compared to 26-32% for typically developing children (Quine 2001, Sadeh et al.



2009). In typically developing children, sleep problems correlate with family distress and
have negative effects on neurocognitive function (Owens, Opipari et al. 1998). In
children with ASD, sleep problems are associated with daytime behavior difficulties
(Schreck, Mulick et al. 2004, Taylor, Schreck et al. 2012). The same is true for children
with ADHD (Sung, Hiscock et al. 2008, Yoon, Jain et al. 2012, Sedky, Bennett et al.
2014). Due to the high prevalence of sleep problems in ASD and ADHD, the AAP has
rendered clinical practice guidelines and toolkits that highlight the importance of
identifying and addressing sleep problems. The degree to which Developmental-
Behavioral Pediatricians (DBP) adhere to these practice recommendations is unknown.
Objectives: 1.1) To determine the proportion of children with ASD or ADHD who have
sleep problems identified during evaluation; 1.2) To establish those patient, family,
clinician, visit, and clinic site factors associated with identification of sleep problems;
2.1) To use Phase 1 data in design and execution of a related Quality Improvement (QI)
project. Design/Methods: Phase 1: Secondary analysis of cross-sectional data collected
by 2011-12 DBPNet National Survey of DBP - Practice Variation Survey. Primary
dependent variable: documented sleep problems (notation of sleep problems, sleep study,
melatonin use). Independent variables: child neurodevelopmental disorder (ASD,
ADHD), sleep-related child comorbidities (enuresis, genetic syndrome, mood
disturbance), child characteristics (age, gender, race/ethnicity), family characteristics
(caregiver education, medical insurance), clinician type (independent, supervisor); visit
type (diagnostic, follow-up); clinic location (at institution with/without sleep center).
Covariate: visit duration (total time spent). Obj 1.1 analysis: frequency counts and
proportions of children with documented sleep problems by neurodevelopmental disorder
(ASD, ADHD). Obj 1.2 analysis: logistic regression models to determine which
independent variables predict presence of documented sleep problems. Phase 2: To
address Obj 2.1, a QI study will be conducted at the Stanford DBP consult clinic; this
study will target clinician practice related to identifying and treating sleep problems in
children with neurodevelopmental disorders.
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Danielle Scholze, MD

Danielle Scholze, Laura Greiss Hess, Sarah Fitzpatrick, Danh Nguyen, Randi Hagerman
A Controlled Trial of Sertraline in Young Children with Autism Spectrum Disorders
Background: Autism Spectrum Disorder is a heterogeneous disorder which is
characterized by impairments of social communication in combination with restricted and
repetitive behaviors. Frequently children with ASDs have co-occurring comorbidities
including anxiety and attention deficit hyperactivity disorder. Selective Serotonin
Reuptake Inhibitors, such as sertraline, have frequently been used to treat anxiety in
children with ASDs. Previous studies have shown that children with ASD have reduced
synthesis of serotonin in the brain. In addition, sertraline has been shown to upregulate
neurogenesis in both animal and human models. Despite the widespread use of
sertraline, a controlled trial of sertraline in children with ASD has never occurred, except
for a recently completed trial looking at sertraline in children with Fragile X Syndrome
(FXS) and ASD. This study showed statistically significant improvements in children
treated with sertraline of fine motor age equivalents, visual perception age equivalents,
and composite summation scores on the Mullen Scales of Early Learning when compared
with those taking placebo. All of this evidence supports the need for a controlled trial of
sertraline in young children with idiopathic ASD.

Objectives: The primary objective of this study is to evaluate whether young children
with ASD treated with low-dose sertraline will have improvements in social deficits and
development. In addition, a second objective is to examine the effects of sertraline on
anxiety in young children to determine if there is an association between anxiety and
changes in social deficits and developmental outcomes.

Methods: This study is a randomized, double-blind, placebo-controlled trial of low dose
sertraline in children with ASD between the ages of 24 and 72 months. Our goal is to
recruit 72 patients, in the hope that 60 patients will complete the study. The patients are
randomized prior to the screening visit to receive treatment with low dose sertraline (2.5
to 5.0 mg related to age) or placebo and followed for a period of 6 months. A diagnosis
of ASD is confirmed at the screening visit using DSM-V criteria in addition to the ADOS
or ADI-R. Study evaluations include, but are not limited to, the Mullen Scales of Early
Learning, Preschool Language Scale-5, Vineland Adaptive Behavior Scale-II, Sensory
Processing Measure-Preschool, Repetitive Behavior Scale, Preschool Anxiety Scale-
Revised, Social Responsiveness Scale, and Aberrant Behavior Checklist. Data analysis
will occur following completion of the trial expected around December of 2018.
Questions: How could recruitment be improved? Do you have any recommendations for
data analysis when taking into consideration so many outcome variables?

Tamar Chorbadjian, DO, MPH

Tamar N. Chorbadjian DO, Douglas L Vanderbilt MD, Jeffrey Yang MD, Nirupami
Madduri MD, Alexis Deavenport-Saman DrPH, Sheree M Schrager PhD, Children's
Hospital Los Angeles

Sleep Improvement in Autism Spectrum Disorder and Osteopathic Manipulative
Treatment (SIASDA OMT): A Pilot Study



Background: Compared with typically developing children, children with Autism
Spectrum Disorder (ASD) are known to experience significantly more sleep problems,
including sleep onset delay, poor sleep maintenance, OSA, insomnia, and parasomnias.
The severity of these sleep problems are significantly correlated with behavioral
problems, such as self-injury, aggression, and mood instability. Families struggle to find
ways to improve sleep in their children with ASD, in hopes of also improving their
behaviors throughout the day. Many families turn to complementary alternative medicine
(CAM) techniques, including osteopathic manipulative treatment (OMT). OMT uses a
patient-centered approach incorporating complete medical care with craniosacral therapy,
massage, physical therapy, and chiropractic techniques. Although evidence of
effectiveness of OMT as a treatment of pediatric conditions remains preliminary, a
systematic review of OMT has shown improvements in hyperactivity in children with
ADHD, decrease in the number of apneas in children with OSA, and decreased crying
and less irritability in children with colic thus improving time spent sleeping. Past
randomized control trials using OMT were criticized for not having a sham treatment
group to determine the difference of OMT versus the placebo effect of human touch.
OMT protocols can be administered with no serious adverse effects and have been
anecdotally shown to work in children with ASD and sleep disturbances. But to date
there has been no evidence for OMT improving sleep and behavioral problems in
children with ASD. Objectives:To compare Standard of Care versus OMT in treating
sleep disturbances in children with ASD. Methods: Randomized Control Trial Study in
all Children aged 3-8 years old who have clinically diagnosed ASD (as previously proven
by ADOS) and sleep difficulties, recruited from children’s hospital clinics. Sleep
difficulties will be measured using the Child Sleep Habits Questionnaire pre and post a 6-
week treatment cycle. Behavioral symptoms, as a secondary outcome, will be measured
using the ABC. I will use the ASRS for measuring Autism severity for confounding.
Patients will be randomized into 3 groups: Control, Sham Treatment, OMT and give
them the same sleep hygiene talk and handouts per the ATN sleep toolkit, then monitor
over a 6 week treatment course with sleep diary. Questions for group: What is the right
outcome? Are there better tools to use (i.e. ABC, CBCL, EYBERG, CBI)? Are these
tools available in other languages? Is there a better way to measure sleep? Do I need to
include a sleep diary? What do I include in my control (i.e. children on medication like
clonidine/guanfacine/melatonin/iron)? Are there other CAM studies that I should be
aware of?
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Angelica Robles, MD

Angelica Robles, MD, Yvette Yatchmink, MD, PhD, Pamela High, MD, Hasbro
Children's/Rhode Island Hospital/Brown University

School Performance: What helps, What hurts?

Background: Children who have had Adverse Childhood Experiences (ACEs) are at
higher risk of poor physical and mental health outcomes as adults. Little is known
regarding the impact of ACEs on school age children. Identification of protective factors
at home and in communities may lead to interventions that can potentially buffer this
risk. Objective: Determine the effects of potential protective factors in the community
and/or family unit versus the negative impact of ACEs on school performance in children
ages 6-17. Methods: This will be a secondary data analysis of the 2011/2012 National
Survey of Children’s Health (NSCH). This nationwide telephone survey of American
parents was conducted by HRSA. It is weighted to make it demographically
representative in each state. The study population includes 65,680 children aged between
6-17 years (Female: 48.1%; White: 74.7%, Black: 9.9%, Other: 14.7%). ACEs included
were: 1) Parents got divorced/separated, 2) parent died, 3) parent incarcerated, 4)
witnessed domestic violence, 5) witnessed/victim of neighborhood violence, 6) mental
illness/suicidality in the home, 7) alcohol/drug problem in the home, and 8)
treated/judged unfairly due to race/ethnicity. These children were categorized into 3
groups: 0 ACEs: 60.6%, 1 ACE: 20.7%, and 2+ ACEs: 18.7%. Potential Protective
Factors: Selected factors in the community included neighborhood support/safety and 3+
neighborhood amenities (pathways, parks, library, recreation center), and adult
mentorship outside the home. Familial factors included 4+ family meals a week, no
smoking in the household, and excellent/very good/good parental mental health.
School/Educational Outcomes: School performance was derived from 3 survey questions:
1) Never repeated school grades, 2) Usually/Always Does Homework, and 3)
Usually/Always cares about doing well in school. Social Engagement Outcomes: In the
last 12 months participated in: 1) A sports team/lessons, 2) clubs/organizations, and 3)
other organized activities/lessons (music, dance, language, other arts).

Theodora Nelson, MD

Theodora Nelson, MD, Sheila Gahagan, MD, MPH, University of California, San Diego
Maternal Adverse Childhood Experiences and Child Early Development

Background: The Adverse Childhood Event (ACE) Study showed an association between
harmful childhood experiences (abuse, neglect, and household dysfunction) and one’s
subsequent well being. Further studies have demonstrated associations between adverse
childhood events and problematic patterns of parenting. Since parenting provides the
scaffolding for early child development, it would follow that developmental disparities
might be attributed, in part, to the childhood physical and psychological trauma
experienced by the mother. The impact of high maternal ACE scores has been studied in
adolescents and young adults, however, the potential consequences of high maternal ACE
score on their children’s development has not been assessed. Our study would look at
how a mother’s early childhood experience is associated with their child’s early



development; asking the global question: do ACE scores effect the next generation? Aims
and Objective: Examine the relationship between maternal adverse childhood events
(ACE) scores and developmental/behavioral outcome of their children. Methods: We will
conduct a prospective, observational, cross sectional study in primary care pediatric
clinics in SanDiego. Mothers with children aged 1-5 will be approached for participation
during their well child visit. Informed consent from biological mothers will be obtained.
We will include, children born at term with no known genetic, neurologic, or syndromic
disorders affecting development from English and Spanish speaking families where the
biological mother is present at the visit. We will exclude children who are adopted or
from foster families. Mothers will be asked to fill out ACE questionnaire, Ages and
Stages Questionnaire 3 (ASQ-3). They will also fill out a demographic questionnaire.
Analyses: Association between ACE scores and ASQ scores will be examined.
Additional analysis will be done to look at the influence of factors such as exposure to
Reach Out and Read, constructive parenting practices, presence of supportive family
environment, and other demographic factors such as level of maternal education and
socio-economic status. Questions: 1. Sample size, best age range to study 2. Best tools to
use- ASQ vs SWYC
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Gabrielle Paskin, MD

Gabriella Paskin, MD, Noelle Huntington, PhD, Alison D. Schonwald, MD, Division of
Developmental Medicine, Boston Children’s Hospital, Boston, Massachusetts

Awareness and Implementation of Modifications that Address Elopement Behavior in
Children with Autism Spectrum Disorder

Background: Developmental Behavioral Pediatrics (DBP) is considered an important and
valuable component of pediatric residency training but has long been viewed as an area
that needs more emphasis. Despite the addition of the DBP rotation to pediatric residency
curricula in 1997, overall comfort with DBP issues still remains unchanged among
general pediatricians, and residency graduates continue to report the need for additional
training in DBP. Now with recent limitations in resident work hours, residents often
spend less time on their DBP block rotation. With limitations in opportunities for hands-
on experience, there are many challenges to teaching DBP and involving residents in a
meaningful way. Given these on-going issues in DBP education and training, an
assessment of the resident experience and satisfaction, education, and competency during
DBP rotations would be a useful step toward improving DBP resident education.
Objective: To characterize the DBP rotation structure, pediatric resident DBP curriculum,
and pediatric resident DBP clinical experience, and to assess pediatric resident and
faculty satisfaction and competency of pediatric residents in DBP. Methods: We plan to
perform a national survey of DBP block rotation directors. The primary outcomes
measures will be resident and faculty satisfaction of DBP rotation, resident and faculty
feedback on DBP rotation, resident competency in DBP, and resident proficiency in
DBP. Descriptive statistics will be used to characterize pediatric residency structure,
DBP education, resident clinical activities, resident and faculty satisfaction and
evaluation of DBP rotation, and resident competency in DBP. Our analysis will also
include multiple regression, t-tests, and ANOVA to analyze the association between
rotation characteristics and satisfaction and competency outcomes.



