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INTRODUCTION: Children may comprise 10% to 15% of all surgical patients in Canada [1]. 
Provision of anesthesia care to children is recognized to require special training and expertise 
[2]. At present, learning objectives for the requisite 3 months of training in pediatric anesthesia 
are determined at the program level [3]. A survey of pediatric anesthesiologists was conducted to 
identify current practices in training fellows and residents across Canada.    
 
METHODS: 187 Canadian pediatric anesthesiologists were invited to complete a web survey. 
Respondents were asked about the level of supervision required for trainees in select difficult 
pediatric cases and the criteria used to determine whether they were capable of independent 
practice.  
 
RESULTS: 67 completed surveys were received. In determining whether fellows were capable 
of independent practice, the strong majority (66%) relied on the ad hoc opinions of their 
colleagues to come to a departmental consensus on the competencies the fellow had 
demonstrated. Another 13% relied on the consensus of a departmental committee that had been 
struck to oversee fellowship training. For most training scenarios, the majority of respondents 
(50% - 69%) felt it was necessary to be in the operating room even while supervising a fellow. 
Each patient encounter was judged independently. Staff anesthesiologists were present in the 
operating room most often when a fellow encountered a major trauma (69%) or a known airway 
anomaly (64%) and least often for an uncomplicated case outside regular hours. With respect to 
resident training, respondents showed the most resistance to allowing residents to independently 
provide anesthesia in a remote location (75%) or to induce anesthesia for pyloric stenosis (49%). 
In deciding whether to allow residents to attempt either of these cases, respondents first 
considered a resident’s pediatric anesthesia experience and then considered patient factors (age, 
weight and co-morbidities).  
 
DISCUSSION: The survey results also confirm the presence of a wide variation in the criteria 
for judging competency of residents and fellows in pediatric anesthesia. Defined outcome-based 
competencies may be one step towards resolving discrepancies among supervisors in identifying 
relevant training experiences and formalizing their assessment of trainee competency. 
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