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RESULTS:

- Children in racial and ethnic minorities have several risk factors
contributing to disparities in access to regional anesthetic care, which

INTRODUCTION

« For the pediatric population, regional anesthesia has demonstrated efficacy for peri-
operative analgesia and reduced opioid exposure.

* However, access to regional anesthesia care 1s unequally distributed with documented - Published literature demonstrates racial and ethnic disparities in pediatric pain management and opioid-sparing analgesic include:
disparities among children 1n racial and ethnic minority groups. strategies across surgical and procedural settings. . Decreased access to specialized hospitals
 Children in racial and ethnic minority groups face several barriers to access: Training Component Data Source Rationale . Decrease in both overall and opioid-sparing analgesia
- Decrease in overall pain treatment by providers * Independent of patient-level outcomes or procedure utilization, Strongest indicator of pediatri P P 9 9

Pediatric anesthesiology ACGME listings 1. anesthesia and regional anesthesia

- Decrease in non-opioid pain treatment by providers substantial geographic variation 1n pediatric regional anesthesia
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frastructure localization and high density of all three training
| components (Tables 1-2). - Although racial and ethnic disparities in pediatric pain management are

MATERIALS & METHODS

 Narrative review
 Cross-sectional, state-level, secondary data synthesis (2015-2025) using:

well documented, this analysis does not establish a causal relationship
between training distribution and patient-level disparities.

TABLES: » This underscores the need for future studies linking workforce
infrastructure with utilization patterns and clinical outcomes.
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