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Family medicine anesthesia
Sustaining an essential service 
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ABSTRACT 

OBJECTIVE To elicit the opinions of family physician anesthetists (FPAs) and hospital Chief Executive Offi  cers (CEOs) 
regarding the structure of their organizations and the importance of family medicine anesthesia.
DESIGN Mailed survey.
SETTING Ontario hospitals.
PARTICIPANTS The CEOs of Ontario hospitals and family physicians who provide anesthetic services in Ontario 
hospitals.
MAIN OUTCOME MEASURES Demographics, practices, and opinions of FPAs and CEOs regarding family medicine 
anesthesia.
RESULTS Responses were received from 159 of 195 practising FPAs (82%). Of the 128 hospitals in Ontario that off ered 
anesthesia services, 59% used at least one FPA; in 39% of these hospitals, all services were provided by FPAs. Both 
FPAs and CEOs thought that FPAs were competent to meet the anesthesia needs of small community hospitals. 
Most FPAs and CEOs supported certifi cation and maintenance of competence programs coordinated by a national 
body, such as the College of Family Physicians of Canada. Both FPAs and CEOs thought there should be support for 
additional training programs in family medicine anesthesia.
CONCLUSION Small community hospitals rely completely on FPAs to provide essential anesthesia services. Additional 
training programs and a national structure to coordinate certifi cation and maintenance of competence programs are 
important to maintain and enhance this essential service.

EDITOR’S KEY POINTS

• Family practice anesthetists (FPAs) provide an essential service to 
small hospitals in Canada. This Ontario survey found that 59% of all 
hospitals had at least one FPA and 39% were staff ed exclusively by 
FPAs.

• The FPAs and Chief Executive Offi  cers of the hospitals thought FPAs 
were competent to provide anesthesia services; about 50% of FPAs 
had had at least 1 year of training at a university. Current shortages 
of FPAs were reported, and future shortages were expected.

• Most FPAs (86%) were male, and 73% provided some family prac-
tice services in addition to anesthesia. A high proportion (86%) felt 
supported by their specialist colleagues.
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Family medicine anesthesia has an important 
place in the health care system in Canada. It has 
been estimated that family physician anesthe-

tists (FPAs) administer 25% of the general anesthet-
ics provided in Ontario.1 Most of these anesthetics 
are given in smaller hospitals where FPAs provide a 
basic essential service. About 7% of Canadian family 
physicians provide anesthesia services.2 In Ontario 
hospitals with fewer than 100 beds, anesthetics are 
most commonly administered by FPAs and rarely by 
specialists. Many of these hospitals report a short-
age of FPAs.

Between 1988 and 1995, the number of FPAs 
dropped by 24%, reducing the availability of anes-
thesia services, particularly outside regular hours.3 
This decrease in the number of FPAs is worrying 
because of the essential role they have in smaller 
hospitals. It seems unlikely that regionalizing ser-
vices will be feasible given the sparse population in 
much of rural and northern Canada. The great dis-
tances involved and the impossibility of travel dur-
ing poor weather conditions reinforces the need 
for small community hospitals to have physicians 
appropriately trained in anesthesia administration. 
A 2002 study4 revealed a continuing decline in the 
comprehensiveness of primary care in Ontario. An 
increasing number of family physicians are restrict-
ing practice to office settings. This does not bode 
well for provision of anesthetic services in rural 
areas.

Family medicine anesthesia developed in 
response to community needs. For the most part, 
specialists are not interested in working in small 
community hospitals. The volume and complex-
ity of cases is low, the amount of night and week-
end call is excessive, and income must often be 
supplemented with earnings from general practice. 
Moreover, a specialty anesthetic service in rural 

Canada, with limited nursing and technical sup-
port, would likely be inappropriate.5

In the past, many general practitioners who 
administered anesthetics were either self-taught or 
had had minimal training. University departments 
responded initially to requests for brief training by 
making special arrangements for general practi-
tioners. In the 1970s, these arrangements evolved 
into more formal training programs. Consensus 
was reached within the Canadian Anesthesiologists’ 
Society that such training should not be less than 
6 months long. The Association of Canadian 
University Departments of Anesthesiology dis-
cussed training programs ranging in duration from 
6 months to 2 years. A proposal that the minimum 
requirement for any anesthesia practice should be 
the full specialty training program received some 
support. In 1988, consensus was reached that a 
minimum of 1 year’s training was necessary to 
acquire the range of skills (critical care, pediatric 
and adult anesthesia) required by FPAs in small 
communities.6,7 Since then, many issues regarding 
training and maintenance of competence of FPAs 
have remained unsettled. Impediments to train-
ing remain, and uncertainties regarding FPAs’ role 
contribute to current shortages.8

Family medicine anesthesia training has been 
identified as important in community hospitals. In 
1992, a survey of 26 district health councils estab-
lished a priority list of advanced skills training for 
family physicians that would help them address 
community needs.9 One of the priorities was fam-
ily medicine anesthesia. Training for FPAs is hin-
dered by a lack of available training positions and a 
need to better coordinate and standardize training 
in this advanced skill. The decline in the number of 
FPAs might be related to the lack of support and 
recognition in the medical system of the impor-
tance of advanced skills training for FPAs.5-7

This study was designed to survey FPAs in 
Ontario in order to better understand their char-
acteristics, their professional needs, and their views 
on what supports they need to continue to provide 
anesthesia services. The Chief Executive Officers 
(CEOs) of Ontario hospitals were also surveyed to 
compare their views with those of FPAs.
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Enhanced Skills Training, Dr Godwin is a Professor 
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Associate, all in the Department of Family Medicine at 
Queen’s University in Kingston, Ont. Dr Ashbury is an 
Assistant Professor of Anesthesiology and Paediatrics in 
the Department of Anesthesiology at Queen’s University.
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METHODS

A source of accurate information on family doctors 
who provide anesthesia services in Ontario was not 
available at the beginning of this study. The first 
part of the study, therefore, involved finding a way 
of identifying these physicians.

Identifying FPAs
First, all hospitals in Ontario were identified using 
a list of CEOs and Presidents purchased from the 
Ontario Hospital Association. The CEOs of these 
hospitals were contacted by mail and asked to pro-
vide the names of family physicians at their hospi-
tals who currently provide anesthesia services and 
of physicians who had provided anesthesia services 
but had discontinued doing so within the previ-
ous 5 years. The survey included questions on the 
CEOs’ perspective on the anesthesia services pro-
vided by family physicians. When the CEOs did not 
complete the survey by mail or telephone, we con-
tacted the Chiefs of Staff of the hospitals to get the 
names of physicians providing anesthesia services. 

Once we had the names of the physicians, we 
obtained their mailing addresses from the Canadian 
Medical Directory. If a physician was not listed in 
the Canadian Medical Directory, we used the hospi-
tal’s address as the physician’s mailing address.

Surveys
The survey sent to CEOs asked whether anesthesia 
services were provided by their hospitals, whether 
family doctors provided any of these services, and 
what value they thought these services had. The FPA 
survey asked about demographics, training, experi-
ence, and opinions on family medicine anesthesia. For 
both surveys, a modified Dillman method was used 
with follow-up mailings to nonrespondents at 3 and 
8 weeks after the original mailing. Remaining non-
respondents were contacted by telephone. Surveys 
were conducted between January and June, 2001. This 
study was reviewed and approved by the Research 
Ethics Board of Queen’s University in Kingston, Ont.

RESULTS

Each of the 176 hospitals in Ontario was sent a sur-
vey. Responses were obtained from the CEOs or 
Chief Medical Officers of 172 (98%) of them. We 
mailed surveys to 195 FPAs practising in Ontario; 
159 (82%) responded to the survey.

Of the 172 hospitals responding, 128 (74%) pro-
vided anesthesia services. In 76 (59%) of these 128 
hospitals, some or all anesthesia services were pro-
vided by family doctors. All anesthesia services 
were provided by family doctors in 50 hospitals 
(39%); some anesthesia services were provided by 
family doctors in 26 hospitals (20%).

Chief executive officers’ responses to questions 
about family medicine anesthesia are shown in 
Table 1. Both FPAs and CEOs responded positively 
about the importance of the services to the hospi-
tal, the competence of the physicians, the need for 
more trained FPAs, and the desire that the College 
of Family Physicians of Canada (CFPC) become 
involved in certification and maintenance of compe-
tence. Perhaps surprisingly, most CEOs of hospitals 
that do not offer anesthetic services administered 
by FPAs thought that more FPAs should be trained, 
that they provide competent service, and that the 
CFPC should be involved in certification and main-
tenance of competence.

When the CEOs of hospitals not using FPAs 
were asked why, 38 (73%) said they had chosen to 
use specialists only, two (4%) said it was because of 
recruitment problems, and 12 did not respond.

Demographic and other characteristics of the 
159 FPAs who responded are shown in Table 2. The 
FPAs were overwhelmingly male. About 73% of them 
continued to include family medicine in their prac-
tices; only 9% did anesthesia exclusively. More than 
half had at least 1 year of anesthesia training. About 
40% were considering giving up anesthesia within 
the next 5 years; this was primarily part of normal 
retirement plans, which fit with the fact that 40% of 
them had been in practice for 20 years or more.

One year of training is now considered the mini-
mum needed for competence in low-risk anesthe-
sia. Because about half of the FPAs had less than a 
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year of training and about half had a year or more, 
we compared these two groups on several aspects 
of practice (Table 3). The proportion of women 

was higher among those with 1 year or more of 
training. Mean number of years in practice was 
lower among those with a year or more of train-
ing (11 years, standard deviation [SD] 8 years; vs 24 
years, SD 10 years). Th ose who had received a year 
or more of training were more likely to believe their 
training was suffi  cient than those who received less 
than a year of training. There was no difference 
in the proportion who thought they were compe-
tent to deliver anesthesia services, however. Both 
groups felt strongly that the CFPC should become 
involved in certifi cation and maintenance of com-
petence of FPAs.

DISCUSSION

Th e very high response rate from CEOs and FPAs 
is indicative of the importance of these issues 
to the physicians and hospitals involved in fam-
ily medicine anesthesia. Most FPAs and CEOs 
strongly support improving FPA’s credentials 
through certification and maintenance of com-
petence programs run by a national body, such 
as the CFPC. Th is is in keeping with fi ndings of 
a survey of recently trained general practitioner 
anesthetists in Ontario.5

Table 2. Characteristics of FPAs: 137 of 159 FPAs (86%) were male.

CHARACTERISTIC N (%)

Practice type

• Full-time anesthesia 14 (9)

• Anesthesia and family medicine 43 (27)

• Anesthesia and emergency medicine 20 (13)

• Anesthesia, family medicine, and emergency 
medicine

73 (46)

• Anesthesia and other 9 (6)

Anesthesia training

• <6 mo in university 22 (14)

• 6 mo in university 41 (26)

• 1 y in university 83 (52)

• Other 13 (8)

In hospitals with a shortage of FPAs 62 (39)

Considering giving up anesthesia work in next 5 years 63 (40)

Most common reasons for planning to give up 
anesthesia work

• Normal part of retirement plan 34 (54)

• Excessive on-call demands 15 (24)

• Concerned about possible decline in skills 8 (13)

FPAs—family physician anesthetists.

Table 1. Responses to survey statements: FPAs and CEOs who strongly agree, agree, or somewhat agree with the statements.

STATEMENT
FPAS 

N = 159  N (%) 
CEOS WITH FPA SERVICES

N = 76  N (%)
CEOS WITHOUT FPA SERVICES  

N = 52  N (%)

Family medicine anesthesia plays a critical role in the functioning of our 
hospital

153 (96)  [130, 17, 6] 70 (92)  [56, 9, 5] Not asked

Services in our hospital would be improved if there were more FPAs available 98 (62)  [32, 29, 37] 60 (79)  [29, 11, 20] 9 (17)  [1, 4, 4]

It would be useful if a national body, such as the CFPC, certifi ed FPAs 111 (70)  [36, 38, 37] 63 (83)  [22, 26, 15] 29 (56)  [6, 16, 7]

It would be useful if a maintenance of competence program were 
administered by a national body, such as the CFPC

113 (71)  [24, 45, 44] 63 (83)  [25, 25, 13] 31 (60)  [8, 16, 7]

FPAs are competent to administer general anesthesia for common 
community or regional surgical procedures,

157 (99)  [128, 27, 2] 68 (89)  [44, 20, 4] 33 (63)  [5, 14, 14]

FPAs are competent to provide epidural services to obstetric patients 153 (96)  [101, 43, 9] 66 (87)  [36,17,13] 24 (46)  [4, 7, 13]

FPAs are competent to provide backup for resuscitation situations
(eg, newborns, trauma, airway problems)

158 (99)  [106, 44, 8] 66 (87)   [38, 20, 8] 28 (54)  [4, 11, 13]

University postgraduate programs should train more FPAs 149 (94)  [71, 51, 27] 66 (87)  [43, 19, 4] 31 (60)  [4, 25, 12]

It would be preferable if all anesthetic services were provided by specialists 
in our institution rather than by FPAs

10 (6)  [1, 4, 5] 16 (21)  [7, 2, 7] Not asked

CEOs—Chief Executive Offi  cers, CFPC—College of Family Physicians of Canada, FPAs—family physician anesthetists.
Note: The three numbers in square brackets represent, from left to right, the number of people responding strongly agree, agree, and somewhat agree.
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Although most FPAs felt competent in providing 
general anesthesia, regional anesthesia, epidural 
services, and backup for resuscitation situations, 
there was a substantial diff erence in responses from 
those with less than a year of training in anesthesia 
and those with a year or more of training. Th ose 
with a year or more of training were much more 
likely to believe that their initial anesthesia train-
ing was sufficient to meet the demands of their 
anesthesia practice. Th ey were also more likely to 
enjoy the support of their specialist colleagues in 
their community hospitals. Th ese fi ndings support 
the decision made by the Association of Canadian 
University Departments of Anesthesiology and oth-
ers at the 1988 meetings.9

Training specialists to meet the anesthesia needs 
of small community hospitals does not seem sen-
sible.4 Most FPAs also practise family medicine or 
emergency medicine, presumably because the low 
volume of elective cases and the on-call require-
ments make varied professional activity a necessity. 
In fact, only 6% of FPAs and 21% of CEOs who use 
FPAs thought that all anesthetic services should 
be provided by specialists. Th e reality is that FPAs 
have the skills to meet the needs of community 
hospitals and to supplement their anesthetic work 
with other professional medical activities needed in 
smaller communities.

Th e FPAs in this survey reported a high degree 
of collegiality with their specialist colleagues, both 

in their community hospitals and in their nearest 
teaching hospitals. Given the clear need for more 
FPAs, the desire for a national program of certifi ca-
tion and maintenance of competence programs spe-
cifi c to FPAs, it would appear that national support 
for this professional activity would be timely and 
advantageous.6 Initiatives by the Society of Rural 
Physicians of Canada, the CFPC, and the Canadian 
Anesthesiologists’ Society would be welcomed and 
well supported by grass-roots FPAs and CEOs.

Since completion of this study, more people 
have recognized the need for a national commit-
tee to address certification and maintenance of 
competence of FPAs.10 A Collaborative Committee 
on Anesthesia involving the CFPC, the Society 
of Rural Physicians of Canada, and the Canadian 
Anesthesiologists’ Society has been established.11

Th is committee has been important in developing a 
national curriculum for FPA training programs and 
will, we hope, ensure that appropriate continuing 
professional development programs are available 
for FPAs.

Limitations
Th is study is limited in wider application because 
the survey was confi ned to Ontario. Surveying all 
regions of the country would be useful. Another 
limitation is that FPAs’ skills are assessed by 
self-report and by hospital CEOs. The CEOs’ 

Table 3. Comparison of FPAs who did 1 year or more of training with those who did less than 1 year of training

CHARACTERISTIC

TRAINING ≥1 Y
N = 83
N(%)

TRAINING <1 Y
N = 76
N(%)

ODDS RATIO
(95% CONFIDENCE INTERVAL) P VALUE

Male sex 66 (80) 71 (93) 0.34 (0.12–0.96) .02

Practice includes some family medicine 56 (67) 60 (79) 0.55 (0.27–1.13) .45

Believe initial anesthesia training was suffi  cient to meet 
the demands of practice  

81 (98) 62 (82) 7.2 (1.5–33.6) .01

Believe it would be useful if the CFPC certifi ed FPAs 60 (72) 51 (67) 1.07 (0.53-2.16) .98

Believe the CFPC should provide FPA maintenance of 
competence program

61 (73) 52 (68) 1.07 (0.52-2.16) .99

Believe FPAs have CFPC’s support 44/63* (70) 34/51* (67) 1.16 (0.52-2.56) .84

Believe they have support of specialist colleagues in their 
own institutions

44/51* (86) 22/34* (65) 3.4 (1.18-9.93) .03

CFPC—College of Family Physicians of Canada, FPAs—family physician anesthetists.
*Responses available from only part of the sample.
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comments are useful because they would be aware 
of patient complaints or legal action, but CEOs are 
not experts in anesthesiology. The effectiveness of 
FPAs and specialists needs to be compared. A study 
in Alberta11 has examined specialists’ and FPAs’ 
choice of anesthetic technique for cesarean sec-
tions. The study suggested that practice environ-
ment was a more important indicator of technique 
than specialty training.15 More direct comparisons 
of techniques used and outcomes are needed to 
validate conclusions about FPAs’ competence.

Conclusion 
This study confirms the essential role of FPAs in 
providing anesthesia services to community hos-
pitals in rural areas. In general, FPAs feel com-
petent to provide these services. Most FPAs are 
men, and 73% continue to provide family prac-
tice services as well. Hospital CEOs support the 
role of FPAs and recognize the appropriateness 
of their skills in community hospitals. Both FPAs 
and CEOs would like to see more FPAs trained 
and the CFPC provide maintenance of compe-
tence programs for them. 

Acknowledgment
Financial support for this research was provided by the 
physicians of Ontario through the Physicians’ Services 
Incorporated Foundation.

Contributors
Drs Brown, Godwin, and Ashbury and Ms Seguin were 
involved in concept and design of the study, analysis and 
interpretation of data, critical revision of the article, and 
approval of the final version to be published. Dr Brown 
and Ms Seguin were also involved in data acquisition. 
Dr Brown and Dr Godwin drafted the article.

Competing interests 
None declared

Correspondence to: Dr Glenn D. Brown, Family 
Medicine Centre, 220 Bagot St, PO Bag 8888, Kingston, 
ON K7L 5E9; telephone (613) 549-4480; fax (613) 544-
9899; e-mail gb11@post.queensu.ca

References
1. Rourke J. Small hospital medical services in Ontario. Part 4: anesthesia services. Can Fam 

Physician 1991;37:1889-92.
2. Rourke J. Medical manpower issues for hospitals. Ont Med Rev 1998;55(9):17-23.
3. Rourke J. Trends in small hospital obstetric services in Ontario. Can Fam Physician 

1998;44:2117-24.
4. Chan BT. The declining comprehensiveness of primary care. CMAJ 2002;166:429-34.
5. Iglesias S, for the Society of Rural Physicians of Canada. To explore the potential for 

advanced family practice procedural training. In: Postgraduate education for rural family 
practice. Vision and recommendations for the new millennium. Mississauga, Ont: College of 
Family Physicians of Canada; 1999. Appendix 6. p. 78-82.

6. Sansom R, Doig G, Kelly M. A survey of recently trained general practitioner anesthetists 
in Ontario. Part 1: does residency training adequately prepare them for practice? Can J 
Rural Med 2001;6(4):263–8.

7. Sansom R, Doig G, Kelly M. A survey of recently trained general practitioner anesthetists 
in Ontario. Part 2: does continuing medical education adequately meet their needs? Can J 
Rural Med 2001;6(4):271–4.

8. Casson RI, Spoerel WE, Lee RJ, Scott AA, Coggins BH. The family physician-anesthetist: a 
review of two training programs. Can Fam Physician 1988;34:2397-400.

9. Canadian Medical Association. Policy summary: anaesthesia training for family practitio-
ners. CMAJ 1989;140(10):1196.

10. Donen N, King F, Reid D, Blackstock D. Canadian anesthesia physician resources: 1996 
and beyond. Can J Anaesth 1999;46(10):962-9.

11. Gelhorn D. Anesthesia skills for rural family physicians. Can Fam Physician 2002;48:324.

...




