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of augmentation cystoplasties performed
annually at our centre has declined with
emerging concerns about late malignancy
and the introduction of tolerable high-dose
anticholinergics. Finally, on a recent infor-
mal email survey, a number of PUC mem-
bers reported that 90% of the procedures
they perform for vesicoureteral reflux are
now done endoscopically; a resident work-
ing at one of their centres would thus have
more difficulty attaining competency to per-
form a “List A” nonrefluxing open uretero-
neocystostomy.

Should surgical planning for pediatric
patients at teaching hospitals be influenced
by the objectives or should the objectives
be adjusted to reflect evolving practice pat-
terns, both of urology graduates and of PUC
members? This question requires considera-
tion by the specialty committee. However,
it stands to reason that the “general” urolo-
gist should be trained in what is generally
done, and the less commonly performed pro-
cedures be left to the subspecialists.
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Pediatric procedures in urology residency training: finding 
the balance between relevant and attainable competency

COMMENTARY
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The recent survey by Mickelson and colleagues1 raises some inter-
esting questions about the future of pediatric procedures being
performed by our graduating urologists. Although the introduc-

tion of the American Board of Urology’s certificate of added qualifi-
cation in pediatric urology has the potential to impact referral and prac-
tice patterns for American urologists in a stepwise fashion, it is less likely
to have a notable impact in Canada. However, there is a general trend
toward subspecialization in urology, such that the definition of the 
“general” urologist, including the procedures they should and will be
performing, is evolving.

The Royal College of Physicians and Surgeons of Canada (RCPSC)
Objectives of Training in Urology2 are currently under review by the
RCPSC Specialty Committee in Urology, and a number of pediatric
procedures are being considered for reallocation of their status as “List
A” or “List B” procedures. As a program director, member of the
Pediatric Urologists of Canada (PUC) and member of the RCPSC
Nucleus Committee in Urology, I see the importance of the objectives
being both 1) based on the surgical skills required to be a competent
general urologist and 2) attainable within the residency program.
This is not always an easy balance to strike. The survey provides some
guidance on this issue; it reports that while residents feel competent
to perform 76% of the “List A” procedures in children, they antici-
pate actually performing less than one-half of these procedures follow-
ing graduation. This suggests that it is likely practice pattern, and not
competence, that determines whether pediatric procedures will be per-
formed by our graduates; however, as the authors point out, a sur-
vey of recently graduated urologists would provide a better answer.
On the assumption that most of our graduates are unlikely to per-
form many pediatric procedures, it would then seem reasonable to
downgrade the competency required for certain procedures and thus
ensure attainability within the current pediatric exposure, rather than
increase this exposure.

The ability to attain the objectives is also influenced by practice
patterns, which are ever-changing. Shifting practice patterns likely
had an impact on resident exposure to the “controversial” “List A”
procedures. Surgical interventions that became popular following rou-
tine use of antenatal ultrasound are performed less frequently now
as we learn the natural history of antenatal hydronephrosis. Therefore,
pyeloplasties and heminephrectomies are done less commonly in
infants and, when done, might be done laparoscopically. The number
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