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In looking back at the past two years, I am struck at how much the world 
has changed in such a short time. When I took over as SOA Chair in late 
2019, we were excited, anticipating our first overseas joint AAP/Society 
for Pediatric Anesthesia (SPA) winter meeting in the Bahamas. While 
the challenges we faced then were impactful for children - separation 
of immigrant families at our borders, the opioid epidemic, educating the 
public about the hazards of vaping, strategizing on ways to create expanded access to 
pain treatment for children through development of multidisciplinary training programs, 
etc. - these have been somewhat sidelined by the severity of the COVID-19 pandemic and 
all of its effects, the exposure of deep inequities and racism in our society, and the political 
upheaval and schisms still rocking our nation. 
We have all faced prolonged uncertainty about much of the bedrock of our world, the 
safety and sustainability of our environment under the strain of climate change, the 
basic tenets that support our democratic society, the ties that help create community. 
Yet, in the face of all of this, we have persisted in our joint mission to serve and protect 
children, working tirelessly in ORs and clinics around the country, advocating in committee 
meetings and legislative sessions, teaching in educational conferences, and supporting 
our friends, families, and neighbors in our own homes and communities.
Equity for all children and families as well as for the pediatricians, pediatric medical 
subspecialists, and pediatric surgical specialists who care for them is central to the AAP 
mission. The recently released AAP Equity Agenda: Year One Workplan guides the 
Academy’s efforts to achieve health equity and actualize goals to become an equitable, 
diverse, and inclusive organization. This year, the SOA led the charge in authoring and 
submitting two resolutions focused on equity to the AAP’s Annual Leadership Forum 
(ALF), which was held virtually in August. I am happy and proud to say that one of them, 
which was co-sponsored by the AAP’s Surgical Advisory Panel, the Section on Emergency 
Medicine, the Section on Hospital Medicine, the Section on Critical Care, and the Section 
on Minority Health, Equity and Inclusion, was adopted in the top 10 resolutions for priority 
support from the AAP over the coming year: “Every Child Deserves Good Pain Control – 
Ending Structural Racism in Pediatric Pain Management”. 
The other resolution, titled “Advocate for Research Funding to Study Disparities in 
Outcomes in Pediatric Surgery for Minoritized Groups” was inspired by the growing body 
of literature revealing disparate outcomes in perioperative care for minoritized children. 
This issue of our newsletter launches what we hope will be a series of articles focused 
on equity issues in our field. The first to delve into this area of focus for our newsletter 
are Destiny Chau and Arundathi Reddy with an amazing overview of the current literature 
as it relates to anesthesia and pain management, which also provides some advice and 
guidance on how we might work to combat this troubling issue (see pages 11-16). 
Other initiatives underway to stimulate progress in this area include working to maximize 
the diversity of our section leaders, authors, presenters, etc., ensuring active participation 
and inclusion of members from racial and ethnic groups underrepresented in medicine. It 
is important to note, however, that data substantiates “a longstanding underrepresentation 
of Black and Hispanic providers within both anesthesiology residency and pediatric 
anesthesiology fellowship training programs. It is difficult, admittedly, to recruit a more 
diverse pediatric anesthesiology workforce when many residency programs themselves 
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remain rather stagnant in their ability to recruit underrepresented 
minorities.” (SPA Winter Fall 2020 Newsletter, Vol. 33, No. 4). 
In addition to the work we are doing to diversify representation 
within our AAP Section in the here and now, it is clear that this 
issue needs to be stepped back a bit and addressed in pulling 
underrepresented populations into the field of medicine from 
undergraduate programs, and into undergraduate programs 
from high schools. We can all work locally to mentor and recruit 
students at all levels of education into the sciences and medicine, 
and hopefully, with exposure, into anesthesiology and pediatric 
anesthesiology.
We have continued to focus our educational initiatives around 
pediatric patient safety, button battery ingestion, the opioid 
epidemic and pain management, the provision of safe sedation 
for dental procedures, and the dangers of vaping in children. 
Members of the SOA recently partnered with the SPA and the 
American Society of Anesthesiologists (ASA) Committee on 
Pediatric Anesthesia (COPA) to author a review of vaping and 
considerations related to vaping in children undergoing anesthesia, 
which was accepted in the September 2021 issue of Anesthesia 
and Analgesia. In addition, a clinical report on “Oxymetazoline 
(Afrin®): Considerations for Pediatric Use,” a joint effort with the 
Section on Otolaryngology, Head and Neck Surgery, was just 
published in Pediatrics online on October 4 and will appear in print 
in the November 2021 issue of Pediatrics. 
We have multiple statements in progress as well, including: 
1. A revision of the statement on “The Assessment and 

Management of Acute Pain in Infants, Children, and 
Adolescents”; 

2. A statement on “Care of Pediatric Patients with Chronic Pain”;  
3. A revision of the statement on “Evaluation and Preparation of 

Pediatric Patients Undergoing Anesthesia” – to be authored 
for the first time jointly with the Committee on Practice and 
Ambulatory Medicine (COPAM). 

The Section also has co-authored statements in progress, 
including the following: 
1. In cooperation with the Section on Cardiology and Cardiac 

Surgery, the SOA continues work as co-author of a new clinical 
report on “Preoperative Clearance in the Pediatric Patient with 
Congenital Heart Disease Undergoing Non-Cardiac Surgery”; 

2. In cooperation with the Section on Oral Health, the SOA 

continues work as co-author of a new clinical report on “Oral 
Healthcare for Children with Developmental Disabilities”; and 

3. In cooperation with the Committee on Drugs, the SOA is 
working on a revision of the existing AAP statement on  
“Recognition and Management of Iatrogenically Induced Opioid 
Dependence and withdrawal in Children.”

Two section members, Adam Adler and Princy Thottahil, recently 
published an AAP News Focus on Subspecialties article: “To 
sedate or not to sedate your pediatric MRI patient?”, an excellent 
review of key considerations for pediatric patients undergoing 
imaging studies (see pages 19-20 of this newsletter for the full 
text of the article). Other recent educational activities for the 
section have included the presentation of an on-demand session 
on “Ensuring Safe Anesthesia Through Pre-Anesthetic Medical 
Evaluation” at the 2020 AAP Virtual National Conference and 
Exhibition. In addition, the SOA helped to identify faculty and 
develop content for a robust AAP CME course on Treatment and 
Prevention of Acute and Chronic Pain in Children, which took place 
in June 2021. 
Collaboration with the AMA’s Substance Use and Pain Care Task 
Force continues with the SOA’s Rita Agarwal representing the AAP 
in that effort. And Dabe Chatterjee is steadfast in representing the 
SOA on the National Button Battery Task Force, which continues 
to develop brochures and educational materials to ensure patients, 
families, and providers are educated about critical early steps in 
the management of button battery ingestion.
Finally, our Section will welcome new leadership 
this fall, with Mary Landrigan-Ossar stepping in 
as the new AAP SOA Chairperson, and Dabe 
Chatterjee coming on as the new Chairperson-
Elect. We are fortunate to have an impressive 
team on the SOA Executive Committee working 
hard to contribute to the AAP’s efforts, bringing 
our perspective on anesthesia, perioperative, 
and pain issues for children to the broader force. 
I have been privileged to work with this team as 
chair over the past two years and look forward to seeing where 
the section goes in the future. I sincerely hope all of you and your 
families remain safe and thriving despite all the current turmoil in 
the world. Stay well!
Anita Honkanen, MD, MS, FAAP 
Chairperson, AAP Section on Anesthesiology and Pain Medicine
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Mary
Landrigan-Ossar

New Policy From the Section on Anesthesiology and Pain Medicine & the Section on Otolaryngology-Head and Neck Surgery

Topical Nasal Decongestant Oxymetazoline:  
Safety Considerations for Perioperative Pediatric Use
ABSTRACT  (Full Text and AAP News Article)
The over-the-counter nasal decongestant oxymetazoline (eg, Afrin) is used in the pediatric 
population for a variety of conditions in the operating room setting. Given its vasoconstrictive 
properties, it can have cardiovascular adverse effects when systemically absorbed. There have 
been several reports of cardiac and respiratory complications related to use of oxymetazoline in the 
pediatric population. Current US Food and Drug Administration approval for oxymetazoline is for 
patients 6+ years of age, but medical professionals may elect to use it short-term and off label for 
younger children in particular clinical scenarios in which the potential benefit may outweigh risks (eg, active bleeding, acute respiratory 
distress from nasal obstruction, acute complicated sinusitis, improved surgical visualization, nasal decongestion for scope examination, 
other conditions, etc). To date, there have not been adequate pediatric pharmacokinetic studies of oxymetazoline, so caution should 
be exercised with both the quantity of dosing and the technique of administration. In the urgent care setting, emergency department, 
or inpatient setting, to avoid excessive administration of the medication, medical professionals should use the spray bottle in an upright 
position with the child upright. In addition, in the operating room setting, both monitoring the quantity used and effective communication 
between the surgeon and anesthesia team are important. Further studies are needed to understand the systemic absorption and effects 
in children in both [AQ5] nonsurgical and surgical nasal use of oxymetazoline.

https://journals.lww.com/anesthesia-analgesia/toc/2021/09000#1640805998
https://pediatrics.aappublications.org/content/early/2021/10/01/peds.2021-054271
https://pediatrics.aappublications.org/content/early/2021/10/01/peds.2021-054271
https://pediatrics.aappublications.org/content/early/2021/10/01/peds.2021-054271
https://www.aappublications.org/news/2021/10/04/oxymetazoline-perioperative-use-100421
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Tribute to Shobha Malviya, MD, FAAP — Named 2022 Robert M. Smith Award Recipient
by Rita Agarwal, MD, FAAP, FASA

Brilliant, humble, soft spoken, but carrying 
a big stick, Dr. Malviya is a friend and 
mentor. I did not train with or work with her 
at the University of Michigan but have been 
greatly influenced by her nevertheless.  
I met Dr. Malviya while working on SPA and 
AAP Committees. I had read her articles 
and journals, and because of mutual 
interests in sedation, out-of-OR care, and 
pain medicine, I spent many hours picking 
her brain and getting to know her. She 
was always knowledgeable, insightful, 
thoughtful, gracious, giving, and a true 
role model. A gifted scientist, exceptional 
physician and loving mother, Dr. Malviya 
has changed pediatric anesthesia and 
pain medicine for the better. One of my 
favorite memories of her is from touring the 
Chicago Museum of Science and Industry 
with her and her son and talking about the 
challenges of motherhood, medicine, and 
research. It was such a wonderful evening 
and so much fun. She clearly has excelled 
in all three areas. 
Dr. Malviya received her MD from the 
University of Mumbai in January 1981. 
She then relocated to the United States 
where she trained in pediatrics at St. 
Luke’s Roosevelt Medical Center and 
Case Western Reserve University, 
anesthesiology at the University of 
Michigan Health System, followed by a 
fellowship in pediatric anesthesiology at the 
Hospital for Sick Children in Toronto. Dr. 
Malviya joined the faculty at the University 
of Michigan in 1988 and has been there 
ever since. She was promoted to Professor 
of Anesthesiology with tenure in September 
2007. 
During her time at the University of 
Michigan, Dr. Malviya has been a 
passionate clinician, teacher and 
researcher. She has trained countless 
residents, fellows and junior faculty in the 
field of pediatric anesthesia and pediatric 
pain management, many of whom have 
also gone on to be leaders in the field. She 
served as Director of the Pediatric Pain 
Service for 15 years and as Director of 
Pediatric Anesthesia Research for more 
than 20 years. She is board certified in 
Pediatrics and Anesthesiology and holds 
subspecialty certification in Pediatric 
Anesthesiology.  
In her role as Director of Research, 
Dr. Malviya led a highly effective, 
multidisciplinary research team, focusing on 
perioperative clinical outcomes in children 
and the quality and safety of anesthetic 
and pain management. Her team worked 

collaboratively with their surgical colleagues 
to study multiple neurobehavioral outcomes 
related to pain, sedative and anesthetic 
medications, and the perioperative 
experience. They have received over 40 
grants and have several more ongoing/
submitted as well as over a hundred 
publications in high impact journals.
Dr. Malviya and her team identified multiple 
perioperative and child-related factors that 
contribute to adverse outcomes. Her team 
also developed and validated clinical tools 
for assessment of pain intensity (FLACC 
and revised FLACC), sedation depth 
(UMSS), and anesthetic risk in children 
(revised ASA scoring). These tools have 
been translated widely into clinical practice 
and are among the most frequently used 
tools for pain assessment in diverse 
populations of children in the world, 
including non-verbal and developmentally 
delayed children. These tools have also 
been used extensively in clinical research. 
Additionally, her team has conducted 
multiple randomized controlled analgesic 
trials over the years, which have facilitated 
FDA labeling of drugs for children and 
improvements in pain management. These 
trials have informed best analgesic practice 
for selected surgical procedures and 
have led to the development of integrated 
care pathways and standardization of 
postoperative analgesic care in children 
vulnerable to inadequately treated pain. Dr. 
Malviya has been particularly interested 
in pain issues in children with cognitive 
impairment, a subset that is particularly 
vulnerable to untreated pain. More recently, 
her team has focused on assessing the 
safe use of opioids in clinical practice. 
Dr. Malviya has been an invited speaker 
at national and international conferences 
on a variety of topics, including at the AAP, 
the Society for Pediatric Anesthesia, the 
European Society for Pediatric Anesthesia, 
the Association of Pediatric Anesthetists of 
Great Britain and Ireland and the American 
Society of Anesthesiologists. 
Dr. Malviya served as President of the 
Society for Pediatric Anesthesia from 
2014 to 2016. In this role, she had the 
opportunity to make an advocacy statement 
on behalf of almost 60,000 members 
of four leading anesthesia societies on 
establishing the safety and efficacy of 
opioids at a meeting of the FDA Advisory 
Committee on Opioids in Children. She 
also represented the Society for Pediatric 
Anesthesia, the American Society of 
Anesthesiologists, and the American 
Academy of Pediatrics when she made 

a statement at the FDA public hearing 
regarding the potential neurotoxicity of 
anesthetics in neonates and infants. 
Below are some comments from former 
and current colleagues:

“From Shobha, I learnt humility. 
From Shobha, I learnt the wisdom 
of knowing what you can and can’t 
change. 
From Shobha, I learnt that a foreign 
medical graduate could attain the top 
honor in their chosen profession.
Needless to say, I saw this honor 
coming her way many years ago 
because I can’t think of anyone more 
deserving.”

– Olubukola Nafui

“Our Mott research team, led by 
Shobha and Alan Tait, convened in 
the mid-nineties when we had little 
idea of where our work would take 
us. Shobha’s exceptional knowledge 
of clinical pediatric anesthesia and 
her high ethical standards laid the 
foundation on which we built a body of 
work that has positively impacted the 
care and safety of children undergoing 
anesthesia. My favorite memories 
stem from our side-by-side work 
preparing manuscripts, with Shobha 
pecking away at the keyboard while I 
manipulated the mouse, much to the 
bemusement of Alan. Shobha’s keen 
wit, support, and friendship created 
an environment that was not only 
productive, but most importantly, fun. 
Both Alan and I share in celebrating 
Shobha’s accomplishments and this 
most deserved award.”

– Terri Voepel Lewis 
“Shobha and I started our residencies 
in anesthesia together in July 1985. 
We became fast friends, as we were 
both former pediatricians. One thing I 

Shobha Malviya, MD, FAAP
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noticed immediately was 
Shobha’s attention to detail, 
both in her preops, in the 
OR, and in her research. 
She has a brilliant mind. 
She continues this into her 
practice today. Another 
trait is her empathy and 
compassion for her 
patients, co-workers, and 
family members. She is a 
mother figure to us all. This 
is not to say that she can’t 
be fun or mischievous…
like the time she altered a 
certificate of mine on the 
wall, which I didn’t notice 
for about a year. Shobha 
truly deserves to be on 
the ‘Mount Rushmore’ of 
pediatric anesthesiologists 
and winner of the Robert 
M. Smith Award.”

– Paul Reynolds 

(Continued from page 3)

Tribute to Dr. Malviya 

The FLACC Scale, a clinical tool for the assessment of pain intensity in children, developed and validated 
by Dr. Malviya and her research team.

IN CASE YOU MISSED IT…. 
AAP PODCAST: “PEDIATRICS ON CALL” 

Explore the latest 
news and innovations 
in children’s health, 
discuss the science 
behind child health 
recommendations, 
and hear first-hand 
from leading experts 

in child and adolescent medicine. Each 30-minute, weekly 
episode of AAP’s podcast, “Pediatrics On Call,” features 
interviews about new research and hot topics in the field of 
pediatrics.
Some recent episodes of interest include:

Women in Medicine: A Bonus Episode with Dr. Madeline 
Joseph  
Episode 81 09/20/2021
In this episode AAP Board Member Madeline Joseph, MD, FAAP, 
talks about the state of women in medicine. She offers hosts 
David Hill, MD, FAAP, and Joanna Parga-Belinkie, MD, FAAP, 
suggestions on how to recruit, promote and retain not only women 
but also people of color and other underrepresented groups. 

Pathways to Pediatrics with IMG Advocate Dr. Rana 
Chakraborty  
Episode 67 06/22/2021
In this episode of the special series, “Pathways to Pediatrics,” 
hosts David Hill, MD, FAAP, and Joanna Parga-Belinkie, MD, 
FAAP, interview Rana Chakraborty, MD, MSc, PhD, FAAP, a 
pediatric infectious diseases specialist and researcher at Mayo 
Clinic, about his experience as an International Medical Graduate 
and his efforts to help others navigate the system.

Firearm Injuries during the Pandemic, Safe Storage 
Messaging  
Episode 66  06/15/2021
In this episode Joanna Cohen, MD, FAAP, shares research from 
the journal Pediatrics about increased firearm injuries involving 
the pediatric population during the pandemic. Hosts David Hill, 
MD, FAAP, and Joanna Parga-Belinkie, MD, FAAP, also talk to 
Shari Barkin, MD, MSHS, FAAP, about a new AAP training portal 
designed to help pediatricians counsel families about firearm 
safety.

Preventing Tragedy: A Medication Safety Special  
Episode 62  05/25/2021
In this special episode, Adam and MaryBeth Gillan share the 
heartbreaking story of how their baby daughter, Maisie, died after 
finding a pill no one knew was missing. Hosts David Hill, MD, 
FAAP, and Joanna Parga-Belinkie, MD, FAAP, talk to them about 
their advocacy for safer packaging and storage of medications. 
The hosts also interview Elizabeth Murray, DO, MBA, FAAP, about 
ways pediatricians can counsel families on medication safety.

Special Episode on Ending Racism in Health Care  
Episode 53  03/23/2021
In this special episode, Tiffani Johnson, MD, MSc, Assistant 
Professor of Emergency Medicine at the University of California, 
Davis School of Medicine, joins hosts David Hill, MD, FAAP, and 
Joanna Parga-Belinkie, MD, FAAP, to talk about race and racism 
and their impact on child health.

New episodes are released on Tuesdays. See all episodes at 
www.aap.org/podcast.

https://www.aap.org/en/pages/podcast/women-in-medicine-a-bonus-episode-with-dr-madeline-joseph/
https://www.aap.org/en/pages/podcast/women-in-medicine-a-bonus-episode-with-dr-madeline-joseph/
https://www.aap.org/en/pages/podcast/women-in-medicine-a-bonus-episode-with-dr-madeline-joseph/
https://www.aap.org/en/pages/podcast/pathways-to-pediatrics-with-img-advocate-dr-rana-chakraborty/
https://www.aap.org/en/pages/podcast/pathways-to-pediatrics-with-img-advocate-dr-rana-chakraborty/
https://www.aap.org/en/pages/podcast/pathways-to-pediatrics-with-img-advocate-dr-rana-chakraborty/
https://www.aap.org/en/pages/podcast/firearm-injuries-during-the-pandemic-safe-storage-messaging/
https://www.aap.org/en/pages/podcast/firearm-injuries-during-the-pandemic-safe-storage-messaging/
https://www.aap.org/en/pages/podcast/firearm-injuries-during-the-pandemic-safe-storage-messaging/
https://www.aap.org/en/pages/podcast/preventing-tragedy-a-medication-safety-special/
https://www.aap.org/en/pages/podcast/preventing-tragedy-a-medication-safety-special/
https://www.aap.org/en/pages/podcast/special-episode-on-ending-racism-in-health-care/
https://www.aap.org/en/pages/podcast/special-episode-on-ending-racism-in-health-care/
https://www.aap.org/en/pages/podcast/
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On Medical Decision Making
Reducing Severe Adverse Tracheal 
Intubation Events through a Prospective 
1 Individualized Airway Bundle – October 
2021
Risk Assessment for Postoperative 
Pneumonia in Children Living with 
Neurologic Impairments – September 
2021
Decreasing Continuous Positive Airway 
Pressure Failure in Preterm Infants – 
September 2021
Sleep and Behavior 24 Months After Early 
Tonsillectomy for Mild OSA: An RCT – 
August 2021
Optimization of Antibiotic Prophylaxis 
Delivery for Pediatric Surgical Procedures 
– August 2021
Pediatric Palliative Care Programs in US 
Hospitals – July 2021
A Zebra Revealed: The “Other” 
Complications of Anesthesia – March 
2021
Perioperative Physiological Parameters 
Associated with Severe Acute Kidney 
Injury after Pediatric Heart Transplant – 
March 2021
Contemporary Early Postoperative Cone 
Repair Outcomes For Patients With 
Ebstein Anomaly – March 2021
Prolonged Postoperative Mechanical 
Ventilation in Children Undergoing 
Abdominal Operations using the 
American College of Surgeons National 
Surgical Quality Improvement Program 
Database – March 2021
Outcomes of Bariatric Surgery in Older 
Versus Younger Adolescents – March 
2021

On Pain Management 
Cannabinoid Hyperemesis Syndrome 
in Pediatrics: An Emerging Problem – 
September 2021
Trends in Gabapentin and Pregabalin 
Prescribing in a Tertiary Pediatric Medical 
Center – August 2021
Variation in Intravenous Acetaminophen 
Use in Pediatric Hospitals: Priorities for 
Standardization – July 2021
Pharmacologic Treatment in Functional 
Abdominal Pain Disorders in Children: A 
Systematic Review – June 2021
Pain Medication Disposal Rates After 
Pediatric Surgery – May 2021
Zero Patient-Controlled Analgesia (PCA) 
is an achievable target for postoperative 
rapid recovery management of AIS 
patients – March 2021
Anxiety and Adverse Childhood 
Events Are Associated With Increased 
Perioperative Pain In Children – March 
2021
Reducing the Pain: Evaluation of Different 
Pain Management Algorithms after 
Pectus Excavatum Repair – March 2021

On Opioids and Substance Use
Opioid Prescribing to U.S. Children and 
Young Adults in 2019 – September 2021
Behavioral Health Risk Factors for 
Nonmedical Prescription Opioid Use in 
Adolescence – September 2021
Pediatric Opioid Prescribing: A Call for 
Calm – September 2021
When Fentanyl Finds an Outlier: Talking 
With Teenagers About the Danger – 
September 2021
Current Prescription Opioid Misuse and 
Suicide Risk Behaviors Among High 
School Students – April 2021

On Evolving Medical Practice
Burnout and Perceptions of Stigma and 
Help-Seeking Behavior Among Pediatric 
Fellows – September 2021
Differences in Lifetime Earning Potential 
Between Pediatric and Adult Physicians – 
August 2021
Fact sheets: Pediatric subspecialty 
shortages – May 2021
Extended Work Shifts and 
Neurobehavioral Performance in 
Resident-Physicians – March 2021

On Conversations with Parents and 
Teen Care & Autonomy
Prevalence and Factors Associated with 
Youth Vaping Cessation Intention and 
Quit Attempts – September 2021
Keep prescription patches, pill organizers 
out of children’s reach – September 2021
Partnering with Families of Medically 
Complex Children Transitioning from the 
Hospital to Home – July 2021
Tobacco Screening and Use in 
Hospitalized Adolescents at a Children’s 
Hospital – June 2021

On COVID-19 and Other Infectious 
Diseases
Important Considerations for 
COVID-19 Vaccination of Children With 
Developmental Disabilities – September 
2021
Community SARS-CoV-2 Surge and 
Within-School Transmission – September 
2021
Six Month Follow-up of Patients with 
Multi-System Inflammatory Syndrome in 
Children – September 2021
Sharing stories through art: 
promoting resident connection during 
and after the COVID19 pandemic – 
September 2021
Pandemic-Related Shifts in New Patients 
Admitted to Children’s Hospitals – August 
2021
Safety Events in Children’s Hospitals 
During the COVID-19 Pandemic – June 
2021
Concordance of Preprocedure Testing 
With Time-of-Surgery Testing for SARS-
CoV-2 in Children – April 2021

On Race and Equity in Medicine
Economic Trends of Racial Disparities 
in Pediatric Postappendectomy 
Complications – September 2021
Hospital Quality of Care and Racial and 
Ethnic Disparities in Unexpected Newborn 
Complications – September 2021
Institutional Racism: A Key Contributor 
to Perinatal Health Inequity – September 
2021

Seen in Pediatrics, Hospital Pediatrics, Pediatrics in Review, and AAP News
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AAP COVID-19 UPDATE
MORE THAN 5.7 MILLION CHILDREN HAVE TESTED 
POSITIVE FOR COVID-19 SINCE PANDEMIC’S ONSET: 
AMERICAN ACADEMY OF PEDIATRICS AND CHILDREN’S 
HOSPITAL ASSOCIATION 
The Children and COVID-19: State Data Report, developed by 
the American Academy of Pediatrics and the Children’s Hospital 
Association is a weekly report that compiles state-by-state data 
on COVID-19 cases in children. The report found that 206,864 
child COVID-19 cases were reported the week ending with Sept. 
23 (5,518,815 to 5,725,680) and children represented 26.7% 
(206,864/775,480) of the weekly reported cases. This was the fifth 
consecutive week with over 200,000 child cases added.
The data is limited because of its reliance on how each state 
reports its cases. The report is updated here every Monday:   
Children and COVID-19: State-Level Data Report

AAP COVID-19 RESOURCES  

Visit the Critical Updates page on AAP.org to find the most 
up-to-date information and resources on COVID-19 in 
children, a member discussion board, town hall sessions, 
and more. For questions or comments related to the 
pandemic, email COVID-19@aap.org. Other resources:   
• AAP News: Coronavirus disease outbreak coverage 
• AAP Red Book Online: 2019 Novel Coronavirus (COVID-19) 

Infections 
• HealthyChildren.org: Articles on COVID-19
• AAP Advocacy Report summarizing AAP’s most recent 

COVID-19 federal and state advocacy activities all in one 
place 

• Updated Guidance: Guidance Related to Early Care and 
Education/Child Care During COVID-19 

• AAP.org: Children and COVID-19 Vaccination Trends   
• Pediatrics Journal: COVID-19 Vaccine in Children and 

Adolescents 

FAMILY SNAPSHOT SURVEY DURING PANDEMIC LOOKS 
AT STRESSORS PLACED ON FAMILIES WITH  CHILDREN 
WITH SPECIAL HEALTH CARE NEEDS
Despite the stress of the pandemic, most parents in households 
with at least one child with special health care needs felt close to 
their children during this time and did a variety of activities with 
them, according to a family snapshot survey. But families in these 
households also experienced several challenges, including high 
rates of disruption in day care, health care, and employment, and 
a loss of technological and therapeutic supports.
The American Academy of Pediatrics (AAP) in collaboration with 
the Centers for Disease Control and Prevention (CDC), Prevent 
Child Abuse America (PCAA), and Tufts Medical Center, is 
surveying a total of 9,000 parents over a period of seven 
months to measure the impact of the pandemic on family life, 
adverse childhood experiences (ACEs), and positive childhood 
experiences. The latest Family Snapshot report seeks to 
understand the significant impact on families raising children and 
youth with special health care needs.
As noted in an earlier report, a major impact on families during 
the pandemic has been the disruptions to children’s daily lives. 
This is especially true for families with children with special 
health needs. More households with children with special needs 

indicated disruptions compared 
to other households (92% vs 
74%). Specifically, households 
with kids with special needs 
experienced higher rates of 
disruptions in child care or day 
care closings (24% vs 17%); 
canceled medical or dental 
appointments (45% vs 25%); 
and the inability to receive free 
or reduced cost meals at school (18% vs 9%).
“Families with children with special health care needs had a 
particularly hard time during the pandemic,” said Robert Sege, MD, 
PhD, a pediatrician at Tufts Children’s Hospital and director of the 
Center for Community-Engaged Medicine at Tufts Medical Center. 
“Physical distancing meant that, for many families, the therapists 
that they had depended on were less available, and the loss of in-
person schooling may have been even more difficult.”
Families in households with children with special needs 
experienced financial stress (41%) at similar rate as other families 
(37%), the survey found. However, parents who were employed 
either full-time or part-time before the pandemic, reported a higher 
percentage of change in employment in households with special 
needs (61%) compared to other households (46%), indicating that 
parents from households with special needs were laid off, were 
furloughed, or had reduced work hours at a higher rate.
Fifteen percent of parents of children with special needs reduced 
their work hours to care for children or family, and female parents 
were more likely to reduce work hours compared with males (19% 
v 11%). The number of parents in households without children with 
special needs reducing work hours to care for children or family 
was slightly lower at 10%.
Other findings:
• Most parents in households with children with special needs 

enjoyed positive experiences with their children. Similar to 
households without children with special needs, parents in 
households with at least one child with special needs had done 
a variety of activities with their children in the seven days prior to 
taking the survey, including watching TV or other media together 
(72%), cooking together (63%), and engaging in educational 
activities (53%). In addition, 71% of these parents have felt quite 
close or extremely close to their children since the start of the 
pandemic.

• Parental stress was associated with accessing certain services. 
Those who reported feeling nervous or stressed most/all the time 
were more likely to have accessed mental/behavioral health or 
social work services for their child during the pandemic compared 
with those who did not report these feelings (42% vs. 31%).

• The number of parents in households with children with special 
needs reporting family violence was higher than parents in 
households without children with special needs. More parents 
in households with at least one child with special health care 
needs reported intimate partner violence during the pandemic 
compared with other households (physical and/or emotional 
intimate partner violence: 30% vs 17%), physical partner violence 
(17% vs 7%), and emotional partner violence (26% vs 15%).

“When pediatricians work with these families, it makes sense to ask 
about how they have coped, and to be on the lookout for lasting 
problems for both children and adults in the family,” Dr. Sege said.
Find all the Family Snapshot reports here: Family Snapshots: Life 
During the Pandemic (aap.org)
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https://nam02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fsend.mm.aap.org%2Flink.cfm%3Fr%3Di_yBOxBFbzOrwqYQvupSog~~%26pe%3DhlhMJOcO83jhVjBjX3JohBEKe7Zdh3zhdg8LLHt4T2NVng6GOU6pMjkmCHu29HMLrh9qEWjZIKBQAZA66FgRjg~~%26t%3DoBOfNvm9OLNdWW2dPukspw~~&data=04%7C01%7Cjriefe%40aap.org%7Cd0f72c22aa414943a11c08d973820704%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637667824596980352%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=qqQQO9VMuSh%2Fv90SFdsWLsAfaBOTw48KlfgIWTlewKE%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.cdc.gov%2F&data=04%7C01%7Cjriefe%40aap.org%7C4ca7f15307834d78152208d97606e985%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637670594372234616%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=E9cxgVp63RjJ1byDSLv0myqJrH%2FgEy0iIw%2FjL2pPb7U%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpreventchildabuse.org%2F&data=04%7C01%7Cjriefe%40aap.org%7C4ca7f15307834d78152208d97606e985%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637670594372239596%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=v9gAfFIcivIsEmKkxVGDxMLs1T3Eg0uum5zmAbNGRMU%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpreventchildabuse.org%2F&data=04%7C01%7Cjriefe%40aap.org%7C4ca7f15307834d78152208d97606e985%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637670594372239596%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=v9gAfFIcivIsEmKkxVGDxMLs1T3Eg0uum5zmAbNGRMU%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpositiveexperience.org%2Fabout%2F&data=04%7C01%7Cjriefe%40aap.org%7C4ca7f15307834d78152208d97606e985%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637670594372239596%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=xtL5UJDWzZ3tf9h1Oj2UM8ebA8HsOVQLQ2sSDQAb%2FUw%3D&reserved=0
https://www.aap.org/link/467cdd3b16554b2b9130dfa416da7952.aspx
https://www.aap.org/link/cad717182a9a431e8a8b1183a8a7ae14.aspx
https://www.aap.org/en/patient-care/family-snapshot-during-the-covid-19-pandemic/
https://www.aap.org/en/patient-care/family-snapshot-during-the-covid-19-pandemic/
https://www.aap.org/en/patient-care/family-snapshot-during-the-covid-19-pandemic/
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AAP COVID-19 UPDATE

CDC: Delta variant causing increase in pediatric COVID-19 cases, not severity
Melissa Jenco, News Content Editor
Two new studies found COVID-19 cases 
in children and adolescents have been 
increasing in number but not severity since 
the delta variant became predominant.
The studies from the Centers for Disease 
Control and Prevention (CDC) also showed 
adolescent COVID-19 hospitalization rates 
are highest among those who are not 
vaccinated and in communities with low 
vaccine coverage.
“What is clear from these data is 
community level vaccination coverage 
protects our children,” CDC Director 
Rochelle P. Walensky, M.D., M.P.H., said 
at a news conference. “As the number 
of COVID-19 cases increase in the 
community, the number of children getting 
sick, presenting to the emergency room 
and being admitted to the hospital will also 
increase.”
Both studies in the Morbidity and Mortality 
Report looked at COVID-19 among 
children and adolescents ages 0-17 years 
and compared data from July and August 
when the highly transmissible delta variant 
was dominant to earlier periods in the 
pandemic.
A study of national data on COVID-19 
cases among children and adolescents 
in 2021 found they peaked in January, 
dropped in June and spiked in August. 
The weekly COVID-19 hospitalization rate 
followed a similar pattern.
During the week ending Aug. 14, about 1.4 
of every 100,000 children and adolescents 
were hospitalized for COVID-19, nearly 
five times the weekly rate in late June and 
close to the peak in January, according 
to another study of 14 states.
Children ages 0-4 years have had the 
highest pediatric hospitalization rates since 
the start of the pandemic, and their weekly 
rate of 1.9 per 100,000 children in mid-
August was nearly 10 times that of late 
June.
Researchers looked for signs if delta is 
causing more severe disease. Both studies 
found statistically similar levels of severity 
before and after delta was dominant. For 
instance, about 23% of those hospitalized 
were admitted to the intensive care unit in 
the delta period compared to 27% pre-
delta. Likewise, 10% required invasive 
mechanical ventilation and 2% died in the 
delta period compared to 6% and 1%, 
respectively, before delta.

“Although we are seeing more cases in 
children and more overall cases, these 
studies demonstrated that there was not 
increased disease severity in children,” 
Dr. Walensky said. “Instead, more children 
have COVID-19 because there is more 
disease in the community.”
The increased hospitalizations are coming 
at the same time as a spike in respiratory 
syncytial virus, causing many children’s 
hospitals to report intensive care units at or 
near capacity.

Impact of vaccination
Both studies showed vaccination has 
a significant impact on COVID-19 
hospitalizations. One found unvaccinated 
adolescents were hospitalized in July at a 
rate 10 times higher than fully vaccinated 
adolescents.
The other showed emergency department 
visits and hospitalizations for COVID-19 
were 3.4 and 3.7 times higher in states with 
the lowest vaccination coverage compared 
to states with the highest vaccination 
coverage.

As of Sept. 22, 13 million U.S. children 
under age 18 have received at least one 
dose of COVID-19 vaccine, representing 
55% of 12-17-year-olds. 10.4 million 
of these children are fully vaccinated, 
representing 45% of 12-17 year-olds.“We 
know what we need to do to protect 
our children,” Dr. Walensky said. “Get 
vaccinated, wear masks and follow CDC 
guidance. We must come together to 
ensure that our children, indeed our future, 
remain safe and healthy during this time.”

Associate Editor Alyson Sulaski Wyckoff 
contributed to this report.

New AAP Resource on 
Development of E-Posters

The AAP Committee on CME (COCME) 
has developed a resource on “Presenting 
Posters in a Digital Environment,” 
designed to assist individuals when 
developing an e-poster for upcoming 
conferences and translating traditional 
poster formats to virtual platforms. 

Other resources and information that can 
assist members in developing educational 
activities are posted on the new COCME 
website.

Reprinted with permission from the September Issue of AAP News – with updated 
vaccination statistics. 

https://www.cdc.gov/mmwr/index.html
https://www.cdc.gov/mmwr/index.html
https://www.cdc.gov/mmwr/volumes/70/wr/mm7036e1.htm?s_cid=mm7036e1_w
https://www.cdc.gov/mmwr/volumes/70/wr/mm7036e1.htm?s_cid=mm7036e1_w
https://www.cdc.gov/mmwr/volumes/70/wr/mm7036e2.htm?s_cid=mm7036e2_w
https://www.cdc.gov/mmwr/volumes/70/wr/mm7036e2.htm?s_cid=mm7036e2_w
https://www.cdc.gov/mmwr/volumes/70/wr/mm7036e2.htm?s_cid=mm7036e2_w
https://www.aappublications.org/news/2021/08/10/rsv-palivizumab-interim-guidance-081021
https://www.aappublications.org/news/2021/08/10/rsv-palivizumab-interim-guidance-081021
https://news.yahoo.com/childrens-hospitals-breaking-point-covid-100130271.html?guccounter=1&guce_referrer=aHR0cHM6Ly90LmNvLw&guce_referrer_sig=AQAAADe0Mhman6ysYLA8wuR04GAKf73biqu8v6JxyhOBeZ-fu6nMNGohaW0YLlBhZy_j6djf1w0mP_1MLLksHdSpcVkNFntANh4Of7skZ6yccj9Xms_4iyltm2evp76PIahOC4W0baFy0oQ0I7YHkYi81hwjSAEgqHwvbu_oaoOXZEU-
https://news.yahoo.com/childrens-hospitals-breaking-point-covid-100130271.html?guccounter=1&guce_referrer=aHR0cHM6Ly90LmNvLw&guce_referrer_sig=AQAAADe0Mhman6ysYLA8wuR04GAKf73biqu8v6JxyhOBeZ-fu6nMNGohaW0YLlBhZy_j6djf1w0mP_1MLLksHdSpcVkNFntANh4Of7skZ6yccj9Xms_4iyltm2evp76PIahOC4W0baFy0oQ0I7YHkYi81hwjSAEgqHwvbu_oaoOXZEU-
https://www.cdc.gov/mmwr/volumes/70/wr/mm7036e2.htm?s_cid=mm7036e2_w
https://www.cdc.gov/mmwr/volumes/70/wr/mm7036e1.htm?s_cid=mm7036e1_w
https://nam02.safelinks.protection.outlook.com/?url=http:%2F%2Fsend.mm.aap.org%2Flink.cfm%3Fr%3Di_yBOxBFbzOrwqYQvupSog~~%26pe%3D68KT6QOrNuUf6ftC73sF9Ddsw4Y6qAvD9-gBFSLSeAq0rbP-t_QqpWfShvZ7fxIEVFGdqpXN9AHsCcbdLaTmwQ~~%26t%3DrX8h6jTtmAPOm5VLFZKTRg~~&data=04%7C01%7Cjriefe%40aap.org%7C99c095bea5ce43fcf12408d9042fcee0%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637545425655833997%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=YfpicKH9%2FAF%2BAHfJCc33vVJJm1oaqXzVuThGCq16eNc%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=http:%2F%2Fsend.mm.aap.org%2Flink.cfm%3Fr%3Di_yBOxBFbzOrwqYQvupSog~~%26pe%3D68KT6QOrNuUf6ftC73sF9Ddsw4Y6qAvD9-gBFSLSeAq0rbP-t_QqpWfShvZ7fxIEVFGdqpXN9AHsCcbdLaTmwQ~~%26t%3DrX8h6jTtmAPOm5VLFZKTRg~~&data=04%7C01%7Cjriefe%40aap.org%7C99c095bea5ce43fcf12408d9042fcee0%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637545425655833997%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=YfpicKH9%2FAF%2BAHfJCc33vVJJm1oaqXzVuThGCq16eNc%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=http:%2F%2Fsend.mm.aap.org%2Flink.cfm%3Fr%3Di_yBOxBFbzOrwqYQvupSog~~%26pe%3DXkfbsfM870-mLD7-OEIOZJ-hZaH3CDAFaKuiejKgB-CmWL-jgzr2Rc2RPzzf88ZKEKZdpIuSId6-iREiUMNHWw~~%26t%3DrX8h6jTtmAPOm5VLFZKTRg~~&data=04%7C01%7Cjriefe%40aap.org%7C99c095bea5ce43fcf12408d9042fcee0%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637545425655833997%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=wGuXJIZces7lBTXMKEPs%2FReBpR6xFGGq6UV0agupsfU%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=http:%2F%2Fsend.mm.aap.org%2Flink.cfm%3Fr%3Di_yBOxBFbzOrwqYQvupSog~~%26pe%3DXkfbsfM870-mLD7-OEIOZJ-hZaH3CDAFaKuiejKgB-CmWL-jgzr2Rc2RPzzf88ZKEKZdpIuSId6-iREiUMNHWw~~%26t%3DrX8h6jTtmAPOm5VLFZKTRg~~&data=04%7C01%7Cjriefe%40aap.org%7C99c095bea5ce43fcf12408d9042fcee0%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C1%7C637545425655833997%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=wGuXJIZces7lBTXMKEPs%2FReBpR6xFGGq6UV0agupsfU%3D&reserved=0
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 SPOTLIGHT ON PHYSICIAN WELLNESS DURING THE COVID-19 PANDEMIC

A Message from AAP President Lee Savio Beers, MD, FAAP  
Sept. 16, 2021 

Dear colleagues,  

After a brief, hopeful period this summer when cases of COVID-19 were down, we 
are again in the midst of a surge of illness, particularly among children. The number 
of new infections in children and teens in the past two weeks is at the highest point 
of the pandemic. Members of the AAP across the U.S. have stepped up to care for 
them, and I have been overwhelmed by the incredible response of our members to 
this crisis. I am grateful to be among a community of colleagues all dedicated to the 
same aim.  

We have seen the effects of COVID-19 on our patients, but I also want to recognize 
the toll this long pandemic has taken on us as physicians. The intensity and stress of 
the work, along with grief and anxiety, more than a year and a half in, has impacted 
our entire our medical community. Not only are we facing a surge of COVID-19, 
but we are also seeing an uptick in other respiratory illnesses and mental health 
concerns. Changes in how we practice, financial and staffing challenges, widespread 
misinformation and constant uncertainty about what the future will bring have all added new burdens to the work 
all of us are doing every day to care for children and families in our communities. 

I want you to know that the AAP will continue to do everything we can to support you, and advocate to address 
the underlying systemic causes that have put us in this difficult position today. 

In the fall of last year, The National Institute for Health Care Management (NIHCM) Foundation found that 20 
percent of surveyed physicians reported symptoms of clinical depression and 13 percent reported suicidal 
ideation. Nearly 70 percent of doctors said they felt down, blue or sad. I’m fairly sure the numbers would not be 
much better today, and they may even be worse.  

As physicians, it’s important that we take care of our physical and mental health, acknowledge our own need for 
help, and support our colleagues in times of distress. This Friday is National Physician Suicide Awareness Day. 
Physicians have one of the highest suicide rates of any profession, and it’s critical we work together to break 
down stigma and begin to talk about our mental health struggles – and to act. Let’s reach out to our colleagues 
and have these conversations. And if you need help, please seek support. Getting the care you need is a sign of 
your strength.   

The Physician Support Line is a national, free, and confidential support line created to provide peer support for 
physicians and American medical students. Call: 1-888-409-0141 or go to https://www.physiciansupportline.com/. 
Additionally, the Federation of State Physician Health Programs (FSPHP) also supports physicians struggling with 
physical or mental illness, and The National Institute for Health Care Management (NIHCM) Foundation offers a 
webinar, It’s Ok Not to Be OK: Physician Burnout and Mental Health.  

Together, we can build a culture that prioritizes physician well-being.  

Sincerely,  

Lee Savio Beers, MD, FAAP  
President 

Lee Savio Beers

https://www.physiciansupportline.com/
https://www.fsphp.org/
https://nihcm.org/publications/its-ok-not-to-be-ok-physician-burnout-and-mental-health
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 SPOTLIGHT ON PHYSICIAN WELLNESS DURING THE COVID-19 PANDEMIC

Culture change in medicine needed to combat physician depression, suicide
Fan Tait, M.D., FAAP, AAP Chief Medical Officer

We all were deeply saddened to hear of the loss of a pediatrician 
earlier this year to suicide. While pediatricians often report high 
levels of satisfaction with their profession, it is well-documented 
that the relative risk for suicide is 2.27 times greater among 
female physicians and 1.41 times higher among male physicians 
compared to the general population (https://bit.ly/3xacppn).
Each physician suicide is a devastating loss for all of us as well as 
family, friends, colleagues and the children and families we treat. 
Unfortunately, our culture of health care can imprint a fear of losing 
jobs and promotion opportunities, peer respect and capacity to 
practice medicine if mental health issues are identified.
Recently, I was moved by a testimonial in Academic Medicine by 
Christopher Veal, who shared his personal story of dealing with 
mental health issues throughout medical school. I hope you will 
take the time to read his story.
I encourage all of us to support and advocate for our colleagues 
who are in the midst of depression or distress. We can emerge 
from the pandemic to forge a change in the culture of our practice, 
training and peer support. We have the opportunity to acknowledge 
our fallibility, respect our humanity and leverage our enormous 
capacity to care for others.
A recent series of articles in Academic Medicine builds a 
framework for culture change. I am sharing my favorite strategies, 
but the articles offer much more.
• Speak up and tell our stories. Honestly sharing our own 

emotional health struggles can humanize us to our colleagues 
and normalize our common experiences (Brower KJ. Acad 
Med.2021;96:635-640)

• Expand our mindset regarding mental health 
disorders. Mental illness or distress is not a weakness. Almost 
everyone will struggle with emotional health, including burnout, 
exhaustion, compassion fatigue and/or depression during their 
lives (Kirch DG. Acad Med. 2021;96:618-620)

• Take action if you have concerns about a colleague.  
We don’t need to have all the answers, but we do need to 
be prepared to listen and take action. The National Suicide 
Prevention Lifeline recommends the following:

• Keep the person safe.
• Be there.
• Help the person connect to a support system.
• Follow up.

• Advocate with our state governing bodies, medical boards and 
hospital credentialing committees to offer mental health supports 
and limit inappropriate questions related to depression and 
mental health treatment (Brower KJ. Acad Med.2021;96:635-
640)

• Create a professional culture of caring. Train leaders to 
recognize the importance of emotional health and opportunities 
for quality colleague connections to discuss stressors (Shanafelt 
T, et al. Acad Med.2021;96:641-651)

• Encourage each other to establish routine medical care and 
seek emotional health supports. We deserve the same level 
of care we provide to our patients and families (Veal CT. Acad 
Med. 2021;96:629-631)

Reprinted with permission from the August 2021 issue of AAP News

AAP Resources on Physician Health and Wellness
The health and wellness of pediatric health care providers is a strategic priority of 
the American Academy of Pediatrics. It is integral to the health of the profession 
and quality of care for children. The AAP supports a cultural shift in how we value 
providers’ well-being as not only a metric of the care we are able to provide children 
and their families but more importantly as a mechanism for pediatricians to thrive in 
medicine.
The pathway to wellness is multifaceted. The AAP’s Physician Health and Wellness 
website aims to equip pediatric health professionals with skills, tools, and resources 
needed to nurture individual resilience, advocate for organizational supports in their 
practice, and develop the next generation of pediatric medical professionals. Explore 
these resources to find how best to build your own wellness and joy in medicine.

https://bit.ly/3xacppn
https://bit.ly/3xeJeSo
https://bit.ly/367nkEB
https://bit.ly/367nkEB
https://bit.ly/3x8s2xR
https://bit.ly/367nkEB
https://bit.ly/367nkEB
https://bit.ly/3xcsATo
https://bit.ly/3xcsATo
https://bit.ly/3xeJeSo
https://bit.ly/3xeJeSo
https://www.aap.org/link/22e3581e91f845adb11b1682e10d2cbe.aspx
https://www.aap.org/en/career-resources/physician-health-and-wellness/
https://www.aap.org/en/career-resources/physician-health-and-wellness/
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How expressing gratitude can lead to positive changes
Janet R. Serwint, M.D., FAAP

Over the past year, I have vacillated between feeling anxious and 
feeling grateful.
Like many others, the anxiety stems from fear of becoming 
infected or infecting my family with COVID-19; angst regarding 
work conditions and access to personal protective equipment; 
financial worries; experiencing moral distress and racial injustice; 
and struggling with work-life balance while assuming more family 
responsibilities.
Yet, I also have been grateful for relationships and the many acts 
of kindness that others have shown me. I have gratitude for family, 
friends and colleagues, front-line medical providers, and those who 
provide essential services such as those working in grocery stores, 
food pantries and restaurants; pharmacists; postal and delivery 
people; teachers; police officers and firefighters.
Expressing gratitude has been described as a “life orientation 
towards noting and appreciating the positive in life” (Wood AM, 
et al. Clin Psychol Rev. 2010;30:890-905). Research has shown 
associations between gratitude and increased self-esteem and 
empathy as well as increases in dopamine and serotonin. Hence, 
expressing gratitude may make you feel good physiologically.
Gratitude also has been described as “pausing to notice and 
appreciate the things that we often take for granted.” This definition 
emphasizes the need to take time to reflect.
Wood and colleagues suggested even wider conceptualizations 
of gratitude: a focus on what a person has that transcends 
relationships and possessions and includes one’s abilities and 
blessings, feelings of awe when encountering beauty and nature, 
and appreciation arising from understanding that life is short and 
valuing each day.

Focus on what you have
This may include basic needs that we ordinarily take for granted: 
a clean or safe place to live and access to food, clean water 
and even computers. It also may include gratitude for human 
rights, spiritual freedom, being raised with good values and moral 
consciousness, access to an education, and cultivating attributes 
such as creativity, kindness, altruism and humanism.
As I reflect on what I have, I realize many others may not have the 
same privileges, and I need to advocate so these basic needs/
rights are available to everyone.
Feelings of awe when appreciating something of beauty
This can include the beauty of people, nature and what we 
experience through our senses — a child laughing, a grandfather 
hugging his granddaughter, a sunrise, clouds, landscapes in 
everyday places, awe-inspiring beauty in our national parks, 
listening to beautiful music.

Appreciation from understanding life is short
Every human being suffers at some point in life. We may 
experience near misses such as the possibility of a life-altering 

diagnosis or an averted accident or traumatic events such as 
cancer, COVID-19, harassment or abuse, immigration, war or 
natural disasters. Many who survive say they are grateful for “just 
being alive” or “good days.”

Making gratitude a deliberate practice
It seems to be human nature to focus on the challenges and 
difficulties in life instead of successes and joys. While focusing 
on challenges allows us to grow and improve, the concept of 
celebrating the joys may enrich life even more.
Gratitude journals are one way to deliberately acknowledge the 
positives in life. Journals can be as simple as listing three things 
each day for which one is grateful. I started this practice recently, 
and my first entries focused on other people and things they had 
done that I appreciated. I initially found this difficult as I couldn’t 
always think of three things. But I stuck with it, expanded my 
definition of gratitude and after a week, I began to notice examples 
that I wrote down or made a mental note to remember. This 
deliberate practice allowed me to be more “mindful” in the moment 
and notice so many more examples of life events for which I was 
grateful. My journaling also reminded me to share my feelings with 
those for whom I felt grateful.
Rachel Remen, M.D., is well-known for encouraging people 
to ask three questions: What surprised me today? What 
inspired me today? What touched my heart today? (http://
www.rachelremen.com/growing-new-eyes/). Colleagues have 
mentioned that families can discuss these questions over 
dinner to discover the experiences of each other’s lives.
Consider embracing the concept of gratitude. See if developing a 
deliberate practice can help you have a more positive outlook on 
life and your career, enhance your well-being, remind you of the 
meaning of your work and the reward of expressing gratitude to 
others.

Dr. Serwint is a member of the AAP Wellness Advisory Group. 

Reprinted with permission from the June 2021 issue of AAP News

AAP News has a featured Wellness column, which runs articles on a regular basis.  
View additional AAP Wellness column articles here.

http://www.rachelremen.com/growing-new-eyes/
http://www.rachelremen.com/growing-new-eyes/
https://www.aappublications.org/collection/pediatrician-wellness
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DIVERSITY, EQUITY AND INCLUSION

Racial and Ethnic Health Disparities in Pediatric Anesthesia:  
Towards Understanding the Problem and Charting the Path Forward 

Destiny F. Chau, MD, FAAP and Arundathi Reddy, MD
Acknowledgement: Thanks to Anita Honkanen, MD, MS, FAAP, for edits

People belonging to racial and ethnic 
minority groups in the US have poorer 
health outcomes. The disproportionate 
deaths from COVID-19 in the minority 
population have harshly highlighted this 
longstanding truth. The differences in health 
outcomes between non-Hispanic White/ 
Caucasian and minority groups have been 
documented across many health conditions 
and healthcare settings in both adult and 
pediatric groups, including the perioperative 
areas of surgery and anesthesia care.1,2 
Health outcome inequities have been the 
target of research and interventions in 
the last few decades. Unfortunately, they 
are pervasive and strongly persist despite 
such efforts; that this problem is complex 
and challenging is an understatement. 
The Center for Disease Control (CDC) has 
now declared health outcome disparities a 
public health crisis.3 
At initial glance, one might assume the 
key to minimizing disparities in health 
outcomes should rest on 2 main issues: 
ensuring equitable access to care 
and providing equitable quality care. 
Traditionally race-related biological 
and genetic characteristics have been 
touted as determinants of care, but this 
has been shown to be based on faulty 
and biased perspectives, with no sound 
basis for genetic based differences in 
the variations for medical outcomes 
between “races”. Healthcare professionals 
generally focus primarily on improving and 
maintaining quality of care, with minimal 
involvement in access of care issues. As 
anesthesiologists, we strive to ensure 
delivery of equitable, unbiased, high quality 
anesthesia care as part of a perioperative 
team. Anesthesiologists also engage in 
institutional initiatives for patient quality 
and safety, and other efforts to build 
equitable healthcare systems. So, how 
are anesthesiologists, more specifically 
pediatric anesthesiologists, faring in doing 
our part in the bigger picture of health 
outcome equity? 
A comprehensive discussion of the root 
causes and historical development to 
present-day of this issue is beyond the 
scope of this article. However, we will 
highlight current published literature on 
racial disparities in pediatric anesthesia 
care and perioperative outcomes, how 
healthcare providers contribute to the larger 
context of health outcome disparities and 

the proposed action steps for pediatric 
anesthesiologists to move forward to help 
close the gap. 

Current published literature on racial 
disparities in pediatric anesthesia 
care and perioperative outcomes

Research on racial disparities in pediatric 
anesthesia care is scarce, although 
slowly increasing. Elucidating impact of 
anesthesiology-only factors on racial health 
disparity is challenging as anesthesia-
specific outcomes are closely intertwined 
with multilevel factors. 
Two important studies on perioperative 
pediatric outcomes are recent reports 
comparing African American (AA) and 
White (W) children: 
The paper by Willer et al. found that 
AA children have a 2-fold higher rate of 
death after an unanticipated reoperation 
following a primary surgical procedure 
compared to W children (3.7% vs 1.6%).4 
This failure-to-rescue, defined as all-cause 
mortality after an unplanned reoperation 
within 30 days following a primary index 
surgery, is broadly used as a measure 
of surgical care quality. Moreover, AA 
children died within shorter time periods 
after reoperation when compared to their 
W peers. The authors used the National 
Surgical Quality Improvement Program for 
Pediatrics (NSQIP-P) which is managed 
by the American College of Surgeons and 

gathers data from over 100 community and 
academic centers across the country. In this 
large cohort, compared to the W children, 
the AA children had higher American 
Society of Anesthesiology Physical Status 
(ASA-PS) scores and comorbidities. The 
results suggest that the higher preoperative 
comorbidities in the AA children contributed 
to the poorer outcomes. Limitations include 
the database’s lack of information about 
timeliness or delay in patient presentation 
for surgical intervention and the lack of 
identification of site of care. Many minority-
serving hospitals are less equipped to 
recognize and deal with complications. 
Ultimately, these limitations could not fully 
account for the consistent racial disparity 
found related to failure-to-rescue.
Another study, by Nafiu et al, also analyzed 
the NSQIP-P database and questioned 
whether perioperative outcome differences 
persist between both groups when the 
burden of preoperative risk factors is 
minimized.5 It reviewed 483,098 inpatient 
surgical records from 186 centers and 
identified 172,549 seemingly healthy 
patients by selecting only children with 
ASA-PS scores of 1 or 2 for analysis. It 
found that AA children had greater odds of 
postoperative complications and 3 times 
the odds of death within 30 days of surgery 
compared with their W peers. Even after 
accounting for the study’s limitations, 
the worse postoperative outcomes in AA 
children are not explained by the racial 
variation in preoperative comorbidity 
burden. 
The above studies add to the current body 
of evidence showing the association of the 
AA race to increased rates of death and 
postoperative complications compared 
to the W race. These results are highly 
disturbing and dig deep into our conscience 
as healers and humans, demanding our 
individual and collective attention. 

This table provides a summary of 22 
published pertinent articles.
Summary of Pertinent Articles
• Racial differences in perioperative 

complications and outcomes (2 studies)
• Parental factors, language and race in 

peri-anesthetic care (6 studies) 
• Unconscious bias and racial differences 

in premedication and anesthesia 
induction (1 study)

• Racial differences in pain management 
(7 studies)

• Race and pharmacokinetics/ 
pharmacogenetics - morphine (1 study)

• Racial differences on perioperative 
respiratory adverse events (2 studies)

• Race and blood transfusions (2 studies)
• Provider bias (1 study)

(Continued on page 12)

 Arundathi ReddyDestiny Chau

https://downloads.aap.org/DOPCSP/Table_Racial%20Disparities.pdf
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One significant limitation across racial 
disparity research is the issue of 
categorizing race and ethnicity. Currently, 
the racial categorizations are defined by 
the Office of Management and Budget and 
include “five minimum categories for data 
on race: American Indian or Alaska Native, 
Asian, Black or African American, Native 
Hawaiian or Other Pacific Islander, and 
White. There will two categories for data 
on ethnicity: ‘Hispanic or Latino’ and ‘Not 
Hispanic or Latino’.”6 Reporting is done 
via self-identification. These racial and 
ethnic classifications are too restrictive 
for our current society and no longer 
reflect the diversity and heterogeneity 
of the United States (US) population. 
Despite this information being unlikely to 
capture the needed granularity for effective 
research, it is all surveys, databases and 
institutions have collected to date.  In 
addition, some studies, to obtain statistical 
power, may lump several racial categories 
into one composite “minority” group to 
compare to the White race. Although 
some similarities may be shared amongst 
the racial categories in the composite 
“minority” population for research 
purposes, their composite result may have 
little applicability to its individual racial 
contributors. To increase homogeneity, 
studies have mostly focused on the 
Black race, with a smaller number on the 
Hispanic race for research. Currently, the 
US population racial distribution of children 
under 18 years old are non-Hispanic 
White 50%, Hispanic 26%, Black 14%, 
Asian or Pacific Islander 5%, Multiracial 
4%, and 0.8% for American Indian or 
Alaskan Native.7,8 This diversity requires 
improved research strategies and broader 
representation of children who are non-
White and non-Black. 
There are 6 studies focusing on pediatric 
anesthesia and parental factors. 
Overall, self-identified Hispanic parents 
held preoperative perceptions and 
beliefs regarding pain that could lead 
to undertreatment of their children’s 
postoperative pain.9,10 In addition, language 
barriers, defined as the need for interpreter 
services, were also identified as obstacles 
to the provision of adequate postoperative 
pain control for these children.11,12 One 
retrospective study showed that parents of 
Latino and Black children were less likely 
to consent for caudal blocks compared 
to parents of White children; associated 
factors included use of government 
insurance and low English language 
proficiency.13 In general, despite limitations 
in all of the above studies, these findings 

are not surprising. The reasons are 
multifactorial including fear of side effects, 
cultural expectations for pain behavior, 
and misconceptions or lack of knowledge 
regarding pain and pain interventions. 
However, provider factors during the 
consent process cannot be discounted, 
nor the hospital staff demographics as it 
relates to the population demographics the 
hospital serves. 
Communication barriers related to English 
language proficiency also allow for missed 
opportunities in proper assessment and 
treatment of pain. Improving access to 
professional interpretation services may 
reduce the disparity in pain management.12 
Education for parents in their preferred 
language, targeting pain-related gaps 
in knowledge, could improve analgesic 
management.
One unique aspect of pediatric anesthetic 
care relates to techniques to decrease 
the child’s, and consequently the parent’s, 
anxiety during the peri-induction period. 
A retrospective review of over 33,000 
cases at a single institution aimed to 
assess for unconscious racial bias by 
analyzing the utilization of inhaled vs 
intravenous induction, and other strategies 
for decreasing preoperative anxiety. The 
results showed that Black children, 10 to 14 
years old, were more likely than Caucasian 
children to undergo inhalation induction. 
Black children were less likely to receive 
oral midazolam premedication or to have 
family members present at induction (PPI) 
compared to their Caucasian peers. The 
higher ASA-PS score of the Black children 
may have influenced these management 
decisions. As the perianesthetic decisions 
are mostly made at the discretion of the 
anesthesiologist, the authors suggest 
the possibility of the presence of provider 
unconscious bias with a perceived 
“adultification of Black children.”14 It would 
have been insightful to know whether 
there were differences in preference for 
PPI between the caregivers of the Black 
and the Caucasian children in this study. 
An interesting study by Fortier et al found 
that Spanish-speaking and English-
speaking Hispanic parents had higher 
preference for PPI compared to English-
speaking White parents; it also highlighted 
differences in motivations for PPI between 
groups.15 While the relationships of race to 
specific parental preferences are largely 
undefined, awareness of such potential 
racial associations would promote more 
customized patient-centered plans of care. 
Regarding pain management in children, 
studies in pediatric anesthesia do not 

demonstrate racial disparities to the 
extent seen in studies from other medical 
specialties. A study on intraoperative 
regional anesthesia use analyzed 25,664 
pediatric surgeries and 3,189 regional 
blocks and did not find an association with 
race and ethnicity.16 Another paper on 
epidural use in major oncologic procedures 
also did not find a racial disparity.17 Several 
studies on intraoperative and postoperative 
analgesic use did not find a correlation with 
racial categories.18-20 In contrast, Jimenez 
found lower postoperative opioid analgesic 
administration in Latino children compared 
to Caucasian children undergoing 
ambulatory surgical procedures; however, 
the pain scores and opioid side effects 
were similar between groups.21 A 
prospective study analyzed 1,134 children 
aged 4–17 years to determine risk factors 
for clinically significant pain in PACU 
(defined as PACU IV opioid requirement) 
after ambulatory surgical procedures. The 
study found that non-Caucasian ethnicity/
race was an independent predictor for 
pain requiring IV opioid in PACU.22 A 
prospective study found that AA children 
had a higher postoperative pain burden as 
evidenced by higher pain scores, opioid 
utilization and more interventions for 
pain compared to their W peers despite 
similar intraoperative morphine use during 
tonsillectomy cases.23 The author went 
on to research the pharmacokinetics of 
morphine in tonsillectomies and found 
that morphine clearance was higher in 
AA children compared to W children. This 
correlated with the higher PACU morphine 
requirement found in this group.24

Research on pain management in 
different racial groups has been limited 
to comparisons of analgesic utilization, 
number of pain interventions and pain 
scores. Pain is a complex phenomenon 
with subjective and objective components. 
Cultural and personal experiences shape 
pain expressions, bias, fears and treatment 
expectations that influence its assessment, 
treatment and response. This applies 
to patients, caregivers and clinicians. 
External factors, such as healthcare 
systems, can greatly facilitate or hamper 
effective pain management. Despite all 
of this, it has been postulated that the 
lesser degree of racial disparities found in 
pediatric perioperative pain as compared 
to other areas, such as the emergency 
departments, may relate to the relative 
standardization of perioperative anesthesia 
and pain processes resulting in decreased 
treatment variability. This implies that 
degrees of provider unconscious 

(Continued on page 13
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bias, when diminished by protocolized 
care, could be contributing to these 
discrepancies in equitable care. It also 
gives one hope that with proper use of care 
pathways and protocols, inroads can be 
made to level the quality of care provided 
to all children.
Regarding perioperative respiratory 
outcomes, two studies show that after 
elective procedures, AA children have 
higher rates of perioperative respiratory 
adverse events (PRAEs), including 
bronchospasms and laryngospasms, than 
W children. AA race was an independent 
risk factor for PRAEs in both studies.25,26 
Tariq’s study included children with only 
ASA-PS I and II scores for a variety 
of outpatient surgeries.25 Nafiu’s study 
included children with ASA-PS 1 to 3 
scores undergoing non-otolaryngologic 
outpatient surgeries. The children of AA 
race had higher ASA-PS scores and had a 
higher burden of preoperative respiratory 
disease, each of which were independently 
associated to higher PRAEs. However, the 
addition of AA race to higher preoperative 
respiratory disease burden did not further 
increase the rate of PRAEs.26 
Two studies analyzed race and the use of 
intraoperative blood transfusion. One study 
did not find race to be a factor associated 
with blood transfusions during open 
abdominal or pelvic surgery.17 The other 
paper found that in children undergoing 
primary pediatric scoliosis surgery, AA race 
had higher odds of greater estimated blood 
loss, higher rate of blood transfusion, and 
an increased amount of blood transfused, 
even after accounting for confounding 
variables such as type of scoliosis, Cobb 
angle and number of levels of fused.27

Implicit provider bias has been 
demonstrated in healthcare workers. 
The study by Baetzel et al seemed to 
suggest that anesthesia provider bias was 
present during choice of premedication 
and utilization of child life services in AA 
children.14 In a large national cohort of 
anesthesia cases (90% adults, 8% children 
1-18 years, and 1% infants), Andreae et al 
found a strong and consistent correlation 
of lower antiemetic administration in 
patients with government insurance and 
low zip code-based median income, both of 
which are socioeconomic status indicators 
predominantly associated with minority 
races as compared to W race.28 As the 
utilization of antiemetics and premedication 
are routine and primarily the purview of 
anesthesiologists, both studies propose the 
systematic discrimination in its utilization 
could be due to unconscious bias and 

“challenge the notion that anesthesia 
providers do not contribute to health care 
disparities.” These pediatric anesthesia 
studies, although methodologically limited, 
raise awareness and demonstrate the 
existence of racial disparities within our 
own profession: quality of care is not 
provided equitably to all of our pediatric 
patients. 
It has been over two decades since 1999, 
when Congress asked the Institute of 
Medicine to: 1. evaluate racial health 
outcome disparities stemming from quality 
of healthcare (to differentiate it from access 
to healthcare), 2. assess the causative 
factors including bias and discrimination at 
the provider and healthcare system level, 
and 3. recommend strategies to eliminate 
healthcare inequities.1 Since then, much 
has been invested to close this disparity 
gap. Despite this investment in time, 
money and effort, two studies documenting 
higher rates of postoperative death, 
complications and failure-to-rescue in AA 
children compared to the W children are 
contemporary, from 2020 and 2021.4,5 After 
2 decades of research and interventions, 
this is tragic and sobering. Why are we still 
failing? 
Healthcare quality and access in the 
larger context of health outcome 
disparities
The pervasiveness and lack of progress 
on closing health disparities have led to a 
major paradigm shift for approaching this 
problem and identifying strategies to find 
effective solutions. Most research to-date 
has focused on the biological basis of race 
for the poorer outcomes. Many experts 
have deemed that biology-framed research 
focus is short-sighted.29-31 For interventions 
to be effective, it is critical to include 
the upstream factors. The World Health 
Organization defines health inequities 
as avoidable differences in health status 
or in the distribution of health resources 
between different groups of people, arising 
from the conditions in which people are 
born, live, work and age. These factors are 
shaped by economic, social, cultural and 
political forces.32 In the US, a root cause 
tied to health disparities is racism. Racism 
refers to the structures, policies, practice 
and socially imbedded norms that result in 
systematically disadvantaged conditions 
for specific groups of people. The CDC has 
explicitly stated “that racism is a serious 
public health threat that directly affects 
the well-being of millions of Americans… 
as a result, it affects the health of our 
entire nation…” 33 It highlights that social 
determinants of health—such as education, 

housing, socioeconomic status, access 
to health care and employment—are 
the fundamental drivers of the health 
inequities, being far stronger causes of 
disparities than the genetics or individual 
behavior of the affected population. 
Currently, most disparity interventions 
focus on the individual, with little attention 
to their social and physical contexts. Given 
that social context is the dominant driver 
of health disparities, what is known about 
the relative contribution of societal factors 
to health outcomes? A model studying the 
modifiable factors for population health, the 
County Health Rankings Model, proposes 
that clinical care (access to care and 
quality of care) has an approximately 20% 
contribution towards health outcomes.34 
Health behavior factors contribute to 30% 
of health outcomes while 50% is attributed 
to environmental (10%) and socioeconomic 
factors (40%). Although these percentages 
vary from county to county in the US, the 
relative contributions are consistently 
observed.35 Biological traits associated with 
specific ethnic groups, such as sickle cell 
anemia with African ancestry and beta-
thalassemia with Mediterranean ancestry, 
are not accounted for in this model, as 
those are currently non-modifiable.
The interactions of the main domains 
for determinants of health provide 
opportunities for prioritizing areas for 
research, assessment and interventions 
towards health outcome equity (Figure 1).
Optimization of healthcare quality 
and access is essential; however, it is 
insufficient by itself to close the gap 
in health outcome disparities. Only an 
approach targeting all fronts, with focus 
on addressing the upstream social 
determinants of health will advance our 
goals toward health-equity. 
As clinicians, we must strive towards 
providing unbiased, high quality care while 
identifying our own internal sources for 
disparity, and engaging in opportunities 
to change those upstream factors within 
our clinical reach. Examples include 
interventions in the perioperative period 
in addressing individual behavioral risk 
factors, patient advocacy in access to 
healthcare services, incorporating social 
determinants of health into the electronic 
health records, increasing granularity on 
racial and ethnic descriptors. Maintaining 
curiosity about patient circumstances 
and individual challenges and barriers 
to appropriate perioperative and follow-
on care is important to provide extra 
health system support when needed 

(Continued on page 14)
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to ensure improved patient outcomes. 
Medical systems can be powerful allies 
to partner with the community to address 
local educational and socioeconomic 
inequalities. However, these strategies 
must be supported by policies that are 
equitable at the local, state and national 
governmental level for sustainable and 
long-term change (Figure 2). 

Research and strategies for pediatric 
anesthesiologists to move towards 
health equity 
The determinants of health disparities are 
neither easy to research nor easy to solve. 
It will take a sustained broad, concerted, 
multiapproach effort to dismantle and 
reverse the factors that have led to the 
current state. The first step is recognition 
that racial health disparities exist and is 
a pervasive problem. And that each of us 
have some degree of implicit and explicit 
bias that contributes to the problem. 
Implicit bias is subconscious, it negatively 
influences our assessment of others and it 
adds to disparities in healthcare outcomes. 
Implicit bias in healthcare professionals 
towards darked-skin individuals has been 
found to occur as commonly as in the 
general population and may lead to poorer 
patient outcomes.36-38 Most studies used 
the Implicit Association Test, which is the 
most widely used online assessment tool 
for implicit bias. There is a dearth of implicit 
bias research in pediatric anesthesia. The 
studies from Baetzel and Andreae suggests 
that implicit bias is systematically present 
in anesthesia providers.14,28

Interestingly, the implementation of 
protocol-driven care pathways, such as 
enhanced recovery after surgery (ERAS) 
and decision support tools, have been 

linked to lower healthcare disparities.39-42  
A proposed mechanism has been the fewer 
opportunities for decisions influenced by 
the practitioner’s personal implicit or explicit 
bias. This is thought secondary to the 
systematic standardization of processes in 
each perioperative phase for all patients 
under such protocol. ERAS includes patient 
education and setting of expectations, 
provider training for adherence to 
evidence-based best practices and 
management pathways. Overall, ERAS 
protocols are associated to improved 
surgical outcomes. The improvement in 
outcomes seem to occur across all racial 
categories, thus, reducing the racial gap in 
outcomes. This adult data is encouraging; 
thus, this an open area of research for 
the pediatric sector. Note that the ERAS 
protocols are patient-centered, multilevel 
interventions starting at the preoperative 
stage following through the postoperative 
stage; with multidisciplinary stakeholders 
and active patient engagement; and 
comprehensive support processes to 
achieve clinical milestones towards 
improvement of outcomes (i.e., education, 
auditing, reassessment of strategies).  
The ERAS characteristics are similar 
to the recommended strategies for 
effective interventions in closing the 
inequity gap: multi-pronged and cross-
disciplinary approach, broad stakeholder 
engagement including the patient and the 
patient’s community, relationship-centered 
communications, and ongoing rigorous re-
evaluations.30 
Researching effectiveness of interventions 
require methodologically sound study 
designs and research strategies. For 
results that are applicable to the study 
population, disparity researchers are 
clamoring for racial classification categories 
that reflect the current heterogeneity of 
this country. Different racial groups have 
different social and cultural needs. 
This heterogeneity is made clearly 
apparent by the Health Opportunity and 
Equity Initiative, which maps inequities 
found for each of the racial groups across 
10 different disparity domains per state 
(https://www.nejm.org/doi/full/10.1056/
NEJMp2029139?query=race_and_
medicine): access to primary care, adult 
health status, affordable health care, 
affordable housing, food security, health 
insurance coverage, infant mortality, 
livable income, low poverty concentration 
and premature mortality.43 The US 
Census Bureau is currently researching 
for improved ways to document the 

DIVERSITY, EQUITY AND INCLUSION
(Continued from page 13)

(Continued on page 15)

Modifiable factors affecting 
disparities in health outcomes

Access to quality clinical care
--Timely and Equitable? 
Health Outreach Programs
--Targeted Community Needs 

Education
Employment and Income
Transit
Housing quality & stability
Clean water/ air
Nutrition
Family structure and support
Community Safety

Patient:
--Health literacy and education
--Health Insurance
--Transportation
--Trust in the healthcare system
Healthcare:
--Resource allocation
-- Provider/procedure bias
-- Cultural competence

-Organizational and Interpersonal
--EHR/ language support
--Diversity in workforce

Figure 1: Relative contributions of modifiable individual and structural factors to disparities in health 
outcomes. Note that healthcare may provide about 20% contribution to ultimate health outcomes. 
Specific opportunities are presented at the intersection of domains for evaluation and research towards 
health equity. EHR, electronic health record. (Credit: Destiny F. Chau) 

Figure 2: Multidimensional approach to 
achieving equitable health outcomes by 
targeting the structural and individual factors 
aided by strong equitable policies. (Credit: 
Destiny F. Chau)

Equitable Health Outcomes 
(Quality and Length of Life)

Equitable Policies

https://www.nejm.org/doi/full/10.1056/NEJMp2029139?query=race_and_medicine
https://www.nejm.org/doi/full/10.1056/NEJMp2029139?query=race_and_medicine
https://www.nejm.org/doi/full/10.1056/NEJMp2029139?query=race_and_medicine
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population’s racial diversity. It found that 
the “Some Other Race” category was the 
third largest race group in both 2000 and 
2010.44 
We also must recognize the current 
limitations in our research methodology 
which fails to capture social determinants 
of health. For example, although ASA-
PS scores are frequently used for risk 
stratification, this system was not designed 
nor validated as a predictive tool for 
outcomes, nor a predictive tool for outcome 
disparities. An ASA-PS score of 1 or 2 
does not speak to upstream determinants 
of health. Upstream factors of chronic 
exposure to environmental pollutants, poor 
quality nutrition, adverse childhood events 
and presence of maladaptive behavior 
may not be obvious in an asymptomatic 
child. During the preoperative evaluation, 
a child without concerning signs and 
symptoms elicited by medical history 
and physical exam would be presumed 
healthy and assigned an ASA-PS score 
of 1 or 2. Occult undiagnosed respiratory 
disease may not manifest until the intra- 
or post-operative period in the form of 
perioperative respiratory adverse events. 
As obesity is prevalent, the child may not 
appear malnourished. Anemia may be 
present but not be noted. All these are 
preoperative unsuspected factors which 
can undermine postoperative outcomes. 
Ultimately, racial and health disparities 
research must be reframed from its 
biological focus to an antiracist framework 
which includes: inclusion of race, ethnicity 
and contextual health determinant factors; 
use of validated tools for the specific 
population to be studied; inclusion of a 
community member of the race under 
study to engage in the research; and 
investigators and study reviewers who 
have racial disparity research expertise.31

As healthcare protectors of children now 
and for future generations, we must look 
internally to provide health equity and 
advance practices towards an antiracist 
culture. Actionable interventions include: 
increase minority representation in our 
field, incorporate systematic training for 
medical students, support residents and 
attendings with global focus in cultural 
and racial competency, recognition of and 
strategies for reduction of implicit bias, 
standardization of evidence-based best 
practices and clinical pathways, utilization 
of EHR systems for enhancing compliance, 
optimization of language services, 
implementation of proven effective 
interventions, and promotion of advocacy 
and policy training. Additional modifiable 

areas for interventions are depicted in 
Figure 1. 
It is challenging to fit the aforementioned 
actions into busy day-to-day clinical 
practices, but doing so is imperative 
to change the health system’s culture. 
Starting early in training, with incorporation 
of health disparity education into the 
medical curriculum will bring ongoing 
change into anesthesia departments 
with each new residency class. The 
commitment for health outcome equity 
must come from top down, from our 
leaders, as the efforts require substantial 
sustained administrative and financial 
investment for systematic implementation 
of needed interventions. This is a moral 
imperative we owe to our society and one 
we must undertake and sustain. We must 
not grow weary. For the results are deeply 
impactful and enduring.
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Call for Newsletter Articles Related to Diversity, Equity, & Inclusion
This edition of our newsletter launches what we hope will be a series of articles focused on diversity, equity, and inclusion issues in our 
field. Thanks to Dr. Destiny Chau and Arundathi Reddy for starting us off this fall! We are now looking for an individual or team to propose 
article #2 in our series. Do you have a topic, personal story, or perspective related to diversity, equity, and inclusion that you would like 
to see featured in our next newsletter? Please let us know! Email Jen Riefe, Section Manager, at jriefe@aap.org and/or Anita Honkanen, 
Section Chairperson and Newsletter Editor, at honkanen@stanford.edu with proposals.
We look forward to hearing your ideas!
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AAP Equity Agenda Update
Educational Resources Available to 
Members
As part of our commitment to “equip 
members with knowledge and skills to 
address equity, diversity, and inclusion,” 
the AAP has made available the recent 
Pediatrics for the 21st Century program 
“Fighting Racism to Advance Child Health 
Equity: A Call to Action.” This series of 
five 30-minute sessions is free to AAP 
members on PediaLink. The sessions focus 
on equipping pediatricians to advance child 
equity by applying an anti-racist lens to the 
systems that shape health and medicine. 
Topics include the impact of racism on child 
and adolescent health; how pediatricians 
can promote racial justice through 
clinical practice; and how individuals and 
institutions can build diversity and inclusion 
in pediatric medicine. 
In addition, members have the opportunity 
to view educational sessions from the 
AAP’s August 2021 Annual Leadership 
Forum (ALF), including those focused on 
equity, diversity, and inclusion (EDI). The 
following sessions from this year’s ALF are 
related to the AAP equity agenda:
• EDI in Action: A Conversation with AAP 

Leaders
• Reshaping Dominant Cultural Norms in 

Medicine
Visit the Leadership Conference website 
and select “Conference Sessions” in the left 
menu to view the recorded sessions and 
download presentation slides (AAP ID and 
password required for access).

Words Matter - Use of Anti-biased, 
Inclusive Language in AAP Content 
Guidance on the use of anti-biased, 
inclusive language in AAP content has 
been developed by the AAP Board 
Committee on Equity. Called Words Matter, 
the document addresses gender, gender 
identity and sexual orientation; race and 
ethnicity; disability and other general 
considerations.
The guidance will help contributors in the 
development of AAP content, such as 
documents and communications. However, 
it is not intended to be a single authoritative 
source for specific terminology.
“Every effort should be made to determine 
what is most appropriate for the topic, 
type and purpose of the communication,” 
the guidance states. “…Content creators 
should consider the target audience when 
choosing language and framing and, when 
possible, consult with impacted individuals 
and groups to ask how they wish to be 
identified.”

“While excellent internal and external 
resources exist, we saw an opportunity to 
amplify this guidance for content creators 
by providing a framework that — rather 
than prescribing specific words — supports 
thoughtful consideration of choosing 
language that most effectively promotes 
equity, diversity and inclusion for our 
members and the patients and families that 
we serve.”
The guidance also includes strategies 
to make content more inclusive, such 
as use of strength-based and person-
first language, and avoiding terms that 
obscure meaning, like vulnerable and 
disadvantaged.
Informed by a diverse array of sources, the 
guidance will be updated to reflect evolving 
vocabulary.
The use of inclusive, anti-biased language 
is consistent with the AAP Diversity and 
Inclusion Statement, and supports the AAP 
Equity Agenda.

DIVERSITY, EQUITY AND INCLUSION

Welcome New Members!
Gijo Alex
Southlake, TX

Kylie Andersen
Carver, MN

Isabel Armendi
Kent, WA

Daniel Berenson
Waban, MA

Andrew Collins
Cincinnati, OH

Karen Condori Alvino
Lima, PERU

Laura Gilbertson
Atlanta, GA

Eduardo Goenaga Diaz
Winston-Salem, NC

Alan Hoang
Lakewood, CA

Judith Jones
Wilmington, DE

Thomas Kabalin
Cincinnati, OH

Shanique Kilgallon
Conshohocken, PA

Michael, Lennig
San Francisco, CA

Jorge Navarro Palmera
Medellín, COLOMBIA

Jennifer Placencia
Houston, TX

Andrew Renuart
Jamaica Plain, MA

Elia Sefora Reyes-Laparra
Coban, GUATEMALA

Rita Saynhalath
Dallas, TX

Lawrence Schwartz
Englewood, CO

Mohanad Shukry
Omaha, NE

Jacqueline Simon
Milwaukee, WI

Princy Thottathil
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American Academy of Pediatrics and Partnering Medical  
Organizations Publish ‘Women in Medicine’ Supplement 
A collection of articles seeks to understand and address ways to create equitable and inclusive work environments 
for women physicians in a healthcare industry long dominated by men. 

The American Academy of Pediatrics 
(AAP), drawing on an 18-month 
collaboration with five other health 
care organizations, has published a 
multi-specialty supplement on “Women 
in Medicine” in the September 2021 
Pediatrics. This issue explores challenges 
to improving gender equity and strategies 
for advancing women in medicine. 
The supplement is based on the work of 
the Women’s Wellness through Equity and 
Leadership project (WEL) and culminates 
in a multi-organizational call to action at 
a time when women make up 35% of the 
active physician workforce and represent 
nearly half of all U.S. medical school 
graduates.
“The pandemic has heightened the 
stress and exacerbated the inequities 
that had already been facing women 
physicians,” said Fan Tait, MD, FAAP, 
Chief Medical Officer at the AAP. “In 
preparing this supplement, we expanded 
key concepts from the WEL program and 
adopted both an organizational change 
and solutions-focused approach. We 
know that many women have been and 
continue to be marginalized and excluded 
from opportunities for advancement. This 
supplement raises awareness and calls for 
intentional actions to create a better future 
for women in medicine.”
Funded by the Physicians Foundation and 
led by the AAP, the initial WEL consortium 
included 6 medical associations: the AAP, 
American Academy of Family Physicians 
(AAFP), American College of Obstetricians 
and Gynecologists (ACOG), American 
College of Physicians (ACP), American 
Hospital Association (AHA), and American 
Psychiatric Association (APA). WEL is 
currently in its second iteration and has 
expanded to include the American Medical 

Association (AMA), American Medical 
Women’s Association (AMWA), National 
Hispanic Medical Association (NHMA), and 
National Medical Association (NMA). 
Each WEL partner organization nominates 
early- and mid-career women physicians 
to engage in networking and training over 
18 months; 18 women physicians were 
recruited as WEL Scholars during the 
inaugural program, and 50 are currently 
engaged in the second iteration. 
For both iterations of WEL, project leaders 
prepared a curriculum that focused on 
wellness, equity, and leadership, seeking 
to find ways to alleviate stress and 
burnout, and make culture change within 
a health care system where women often 
experience biased, discriminatory, and 
inequitable work environments. 
Authors contributing to the supplement 
included Steering Committee members, 
faculty, and Scholars from the inaugural 
WEL program. The articles address the 

history, challenges experienced by, and 
benefits of a diverse workforce; advancing 
women to leadership positions through 
individual actions and institutional reform; 
building inclusive work environments; 
promoting culture change within 
organizations; using metrics to promote 
equitable work environments; and 
supporting advancement and retention of 
women physicians. The supplement also 
includes an evaluation of the inaugural 
WEL program. 
As stated in the supplement call to action 
by the Chief Executive Officers of the 6 
inaugural WEL partner organizations, 
“As stewards of medicine, the WEL 
partner organizations have substantial 
opportunities to foster important change. 
Leveraging their collective memberships of 
over 400,000 physicians, they can advance 
an agenda for equitable leadership 
opportunities, advocate with one voice, and 
forge an inclusive healthcare workforce.”

State and National Opioid Fact Sheets
A key AAP advocacy priority is addressing the needs of vulnerable children impacted by the 
ongoing opioid epidemic. This crisis has significant and multifaceted impacts on child and family 
health and wellbeing. As families affected by parental substance use around the country face 
child welfare involvement, the Academy is working to support family-center ed treatment-focused 
approaches. Developed in partnership with Casey Family Programs, the AAP state and national 
opioid fact sheets are the first to synthesize national and state data related to the opioid crisis, 
child welfare systems, Medicaid, and child health.  
The expandable list on aap.org includes state-by-state and national fact sheets that examine the 
intersection of the opioid epidemic, child welfare systems, and child health. These fact sheets 
also offer policy solutions that can support vulnerable children and families at both the state and 
federal level. 

State fact sheets and sources for this document 
are available at www.aap.org/OpioidFactsheets.

AMERICA’S OPIOID CRISIS:
THE UNSEEN IMPACT ON CHILDREN
AS MILLIONS OF FAMILIES STRUGGLE WITH ADDICTION, CHILDREN ARE CAUGHT IN THE FRAY.

A GROWING CRISIS A DEVASTATING TOLL ON CHILDREN

A LIFELONG IMPACT

FOSTER CARE PLACEMENTS ON
THE RISE

5

MORE BABIES BORN EXPOSED
TO OPIOIDS

1

2

3

4

LOWER BIRTHWEIGHTS

RESPIRATORY CONDITIONS

FEEDING DIFFICULTIES

SEIZURES

LONGER HOSPITAL STAYS

F
Children dealing with traumatic 
experiences can face social, emotional, 
physical, and mental health challenges 
that last into adulthood.

Left unaddressed, early childhood 
adversity can lead to school failure, risky 
behaviors like alcohol and drug use, and 
increased chance of health conditions 
like obesity and heart disease.

children were placed in foster
care in 2016. 

In more than 1/3 of these placements, 
parental substance use was a factor—
second only to neglect. 

NEARLY 1 IN 5
WERE INFANTS. 

270,000+

RETHINK OUR APPROACH: SUPPORT CHILDREN AND FAMILIES IN HEALING TOGETHER 

WHAT YOU CAN DO 

Create policies that prioritize prevention and allow children to 
remain safely with their families during treatment.

Give providers tools to recognize, treat, and support children and 
their parents affected by trauma to lessen the lifelong impact and 
promote healthy families. 

Ensure families have real and timely access to services through 
Medicaid and other prevention and treatment programs.

85.4%
of people suffering
from drug dependence
or abuse go untreated.

Every 25 minutes a 
baby is born suffering 
from opioid withdrawal, 
which can mean: 

8.7 MILLION
CHILDREN
nationwide have a parent 
who suffers from a 
substance use disorder.

opioid-related deaths
nationwide since 2015.

28% MORE

MEDICAID PAID 81% 
OF THE $1.5 BILLION
that hospitals billed for treating
babies suffering from opioid
withdrawal in 2012.

MORE
THAN HALF

of children placed in foster care 
go home to their families. Keeping 
families together from the start 
helps prevent further trauma and
improves outcomes.

KEEPING FAMILIES TOGETHER IMPROVES 
OUTCOMES AND LOWERS COSTS

A NEED FOR 
FAMILY-CENTERED
POLICIES

https://www.aap.org/link/8a5a00a4eaa04f6a8a168e4bb197f1e6.aspx
https://www.aap.org/en/advocacy/opioid-fact-sheets/
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Scans without sedation: How to determine if 
patient is a candidate

Scans without sedation: How to determine if patient is a candidate
by Princy Thottathil M.D., FAAP; Adam C. Adler M.D., M.S., FASE, FAAP

While ordering an MRI for a typically developing 9-year-old female, you come across a form that asks: "Does
your patient require sedation or anesthesia for this study?"

Sedation or general anesthesia for MRI can improve the patient experience and help the patient remain still,
which will enhance the quality of the images.

However, sedation and general anesthesia carry risks and may cause nausea, vomiting, irritability and fatigue.
Patients also are required to fast and, at least for the foreseeable future, need a pre-sedation COVID-19 test. In
addition, administration of sedation/anesthesia increases the time the patient spends in the pediatric imaging
facility and the cost of the procedure.

A variety of techniques can be utilized to reduce a child's need for sedation and optimize the imaging
environment. Often, child life specialists prepare children for what to expect based on their developmental age
and help them cope with the challenges and stress associated with imaging.

Many pediatric imaging facilities have scaled replicas of MRI machines that children can try out so they
understand the procedure better. These mock scanners range from basic to highly sophisticated. Some have
speakers that can play recorded sounds of real MRI sequences to mimic a live scan. Mock scanners are
particularly helpful in the preparation of young children ages 3-8 years.

Courtesy of Resonance Technology, Northridge, Calif. Reprinted with permission from Pediatrics in Review . 
2018;39:13-26. A child uses MRI-compatible goggles to watch movies during the imaging examination. The 
goggles are put on prior to entering the imaging unit to prevent claustrophobia. The child also wears a microphone 
and earphones, which allow communication with the MRI technician and block noise from the imaging unit.

(Continued on page 20)
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(Continued from page 19)

https://pedsinreview.aappublications.org/content/39/1/13

https://doi.org/10.1002/jmri.26703

http://www.radiologictechnology.org/content/88/1/18.long

Perhaps most compelling is the power of technology to distract children. Facilities routinely doing pediatric MRIs 
often are equipped with MRI-compatible audiovisual systems, allowing children to have an immersive distractive 
experience. Kids don virtual reality goggles and headphones, which provide a movie experience, distract the 
child from the confined space and suppress the MRI noise.

Determining whether a child is likely to be successful nonsedated can be challenging. Generally, 
typically developing children ages 7 and older may be considered candidates for scans without sedation, with 
success increasing with age.

Discussions should be held with parents of children who can focus for extended periods at home (e.g., watching 
a movie) to determine whether they can go without sedation or general anesthesia. Things to consider include 
the child's communication ability, anxiety, coping skills, negative health care experiences, temperament and 
special needs.

Additional consideration should be given to whether a child can cooperate during studies ordered with contrast 
that require an IV placement.

Circumstances that may require sedation and/or general anesthesia for imaging include a failed nonsedated 
scan or an underlying condition that is not conducive to lying flat or being in an enclosed space (e.g., anxiety, 
claustrophobia or pain).

While not all centers performing pediatric MRI scans are equipped with resources to help children undergo 
imaging without sedation, it is worthwhile for pediatricians to find out what techniques are available at their local 
centers.

Drs. Thottathil and Adler are members of the AAP Section on Anesthesiology and Pain Medicine.

Resources
Adler AC, et al. "Preparing Your Pediatric Patients and Their Families for the Operating Room: Reducing
Fear of the Unknown." Pediatr Rev. 2018;39:13-26

●

Dong SZ, et al. "Techniques for minimizing sedation in pediatric MRI." J Magn Reson Imaging.
2019;50:1047-1054

●

McGuirt D. "Alternatives to Sedation and General Anesthesia in Pediatric Magnetic Resonance Imaging: A
Literature Review." Radiol Technol. 2016;88:18-26

●

Reprinted with permission from the August 2021 issue of AAP News 

Interested in Seeing What Other AAP Sections Are Working On?
A number of AAP Sections regularly publish newsletters with interesting content to peruse. Some recent Section newsletters include: 

Section on Bioethics
Section on Advances in Therapeutics and Technology
Section on Hematology-Oncology

Section on Infectious Diseases
Section on Nephrology
Section on Urology

https://pedsinreview.aappublications.org/content/39/1/13
https://doi.org/10.1002/jmri.26703
http://www.radiologictechnology.org/content/88/1/18.long
https://downloads.aap.org/AAP/PDF/SOB_Newsletter_Spring2021.pdf
https://downloads.aap.org/AAP/PDF/soatt_newsletter_2021_spring.pdf
https://downloads.aap.org/AAP/PDF/SOHO%20Spring%202021.pdf
https://downloads.aap.org/DOPCSP/SOIDNewsletterSpring2021.pdf
https://downloads.aap.org/AAP/PDF/SONp%20Spring%202021%20Newsletter%20FINAL.pdf
https://downloads.aap.org/AAP/PDF/SOU%20Summer%202021%20Newsletter.pdf
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https://www.aap.org/en/learning/advancing-pediatric-educator-excellence-apex-teaching-
program/advancing-pediatric-educator-excellence-apex-teaching-program-application/

Advancing Pediatric Educator Excellence Teaching Program
Application Process Now Open!

Do you want to improve your teaching skills, but don’t necessarily know how? 
If so, the APEX Teaching Program is the place for you. 

ADVANCING PEDIATRIC EDUCATOR EXCELLENCE TEACHING PROGRAM 
APPLICATION PROCESS NOW OPEN! 

The Advancing Pediatric Educator eXcellence (APEX) Teaching Program is now accepting 
applications for the new cohort scheduled to coincide with the Pediatric Academic Societies 
(PAS) Conference in 2022.  

This track is being offered to general pediatricians, pediatric subspecialists, and pediatric 
surgical specialists. We welcome physicians as well as advanced practice providers. 

The APEX Teaching Program is a unique longitudinal national program that offers highly 
interactive learning opportunities and fosters an ongoing exchange of ideas and best practices. 
Participants will learn new teaching techniques, enhance current skills, and work with a local 
mentor, along with leaders in the field of pediatrics to a build a new set of capabilities. 

In 2022, the in-person program will be held prior to the PAS conference on: 
• Friday, April 22: 10 am–3:30 pm
• Plus a one hour wrap-up session Sunday evening after the programming

For details on the APEX Teaching Program and access to the application, please visit:       
https://www.aap.org/en/learning/advancing-pediatric-educator-excellence-apex-teaching-
program/advancing-pediatric-educator-excellence-apex-teaching-program-application/

Applications for the new cohort are due November 15.  

Sponsored by the AAP Section on Hospital Medicine 

https://www.aap.org/en/learning/advancing-pediatric-educator-excellence-apex-teaching-program/advancing-pediatric-educator-excellence-apex-teaching-program-application/
https://www.aap.org/en/learning/advancing-pediatric-educator-excellence-apex-teaching-program/advancing-pediatric-educator-excellence-apex-teaching-program-application/

