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Conference Formats in Family Practice Residencies

Susan J. Hill, MD; Dennis J. Butler, PhD; Clare Guse, MS

Background: This study was intended to establish national baseline data of the current structure of con-
ferences at family practice residencies and to determine if there are differences in conference formats
among types of residencies. M ethads: An author-devel oped survey was mailed to 331 programs stratified
by type and randomly selected. Statistical analysis included chi-square tests and non-parametric tests.
Results: The response rate was 84%. The average time devoted to lectures was 4.5 hours a week, with the
noon hour the most common time. Most speakers were from within the program, and community-based
family physicians were rarely present. Sructural changes were frequent. Conclusions: Results indicate
that a variety of formats are implemented for meeting Residency Review Committee requirements in the
structure of family practice residencies conferences. Program settings do influence how conferences are
structured. More research is needed on this neglected area of formal resident education.

(Fam Med 2000;32(6):417-21.)

Educational conferencesare arequired part of the cur-
riculum for family practice residencies. Prior to 1997,
the guidelineswere specific, with requirementsfor con-
ferences to be held at least twice per week, to be con-
ducted by persons knowledgeable in the topics, to in-
cluderesidentsas cases presenters, and that conferences
designed solely for the medical staff were inadequate.*
However, current Accreditation Council for Graduate
Medical Education (ACGME) guidelines are flexible,
simply stating that conferences must be designed for
family practice residents and support the core curricu-
lum of the program.

Conferences account for asignificant amount of train-
ing time and can require extensive faculty and admin-
istrative effort to coordinate. Yet, as time-consuming
as they are, the medical literature contains little infor-
mation about how residency conferences are organized.
What little literature exists includes articles about the
development of teaching skills in lectures? and reports
of innovative approachesto conferences, such asblocks
of conference time® and shorter lecture length.* The
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educational value of lectures as ateaching method has
also been challenged™® and has recently been shown to
have minimal effect on the practicing physician’s be-
havior or health care outcomes.® The applicability of
theselatter findingsto residency trainingisunclear. The
transmittal of knowledge remains a primary goal of
residency, and residents arein adifferent devel opmen-
tal stage than practicing physicians.

Our study collected national data about the current
structure of conferences at family practice residencies.
Our hypothesis was that significant differences would
be found when comparing type of residency (eg, com-
munity based, medical school based), the physical lo-
cation of conferences, or thetime of day of the confer-
ences. The findings are intended to provide normative
and comparative data that will enable family practice
residenciesto evaluate and strengthen their conference
organization.

Methods

We developed a survey that requested information
from program directors regarding the days and hours
per week and the length, location, and time of day of
conferences. Opinionswere elicited regarding the ease
of conference organization and measured on a 5-point
Likert scale. Additional items were designed to iden-
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tify the professional background of the presenters and
determine the influence of pharmaceutical firms.
Changes in conference formats were also assessed, as
were regional differences.

Family practice residencies were stratified by type
of program: 1) community based, medical school af-
filiated, 2) community based, medical school adminis-
tered, 3) community based, unaffiliated, 4) medical
school based, and 5) military. Sample sizeswithin each
stratum were determined using the methods for pro-
portions found in Rea,™ with assumption of a 50% re-
sponserate. Becausetherequired survey samplein each
stratum (except for community-based, medical school-
affiliated programs) exceeded the number of programs
in the stratum, surveyswere sent to all the programsin
those strata. For the community-based, medical school-
affiliated programs, a random sample was taken.
Through this process, 331 programs were selected.
Community-based, medical school-affiliated and com-
munity-based, medical school-administered programs
were later combined for analysis because of the simi-
larity of their administrative structure.

Questionnairesweremailed in February 1998. A sec-
ond mailing to nonrespondents was completed in April
1998.

Categorical datawere analyzed using Pearson’s chi-
sguaretests or exact chi-squaretestsin theinstances of
small expected cell values. Kruskal-Wallis non-para-
metric tests and Wilcoxon rank sum testswere used for
grouped continuous data. Correlation coefficientswere
used to examine the rel ationship between two continu-
ous variables. All analyses were performed with the
Stata 5.0° statistical computer software package
(StataCorp, Stata Statistical Software: Release 5.0, Col-
lege Station, Tex, Stata Corporation, 1997).

Results

Response—Two hundred seventy-nine usable sur-
veys were returned, for a response rate of 84%. Mili-
tary programs had the highest response rate at 92%,
whilemedical school-based programs provided the low-
est response rate at 79%. These responses resulted in
an adequate sample sizefor estimating percentageswith
aconfidenceinterval of +10% or narrower in each stra-
tum. All respondents reported scheduling conferences
with assigned topics designed specifically for the fam-
ily practice residents.

Hours—Across all programs and types, the average
time devoted to lectureswas 4.5 hours per week (range
1-15, median 4.0), and the most common length of each
lecture was 60 minutes (mean 54.9). Therewasno sig-
nificant difference among thetypes of programsfor lec-
ture length.

Days—The mean number of lecture days per week
was 3.2 days (median 3.0 days) (Table 1). When com-
paring types of programs, medical school-based pro-
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Tablel
Conference Frequency
by Days Per Week
Days Per Week Percent of Programs
<1 21%
225 11%
335 22%
445 16%
5 30%

Figure 1
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grams devoted the fewest number of days per week to
lectures (2.2 days), which was significantly fewer than
any other type of program (P<.001).

Timing—The noon hour isthe most popul ar time for
lectures (63%). Programs may have conferencesat more
than onetime, such asacombination of noon and morn-
ing conferences. One hundred of the respondent pro-
grams use some type of block lecture format, either
full or half day, but full-day blocks are uncommon (Fig-
ure 1). Eighty-one programs (29%) use block formats
exclusively.

About half of the respondents disagreed that it was
better from an organizational (46%) or educational
(55%) standpoint to have conference blocks. However,
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Figure 2

Where Conferences Are Held

Multiple sites
35%

"Other"site
5%

Clinic only
39%

Hospital only
21%

Speakers—Speakers came from multiple
backgrounds, but the majority (50%—62%
among program types) came from within the
family practice residency programs, eg, faculty
and residents. “Other” physicians (non-family
physician specialists) also made up alarge por-
tion (42%) of speakers overall. Only afraction
of lectures (7% on average) were presented by
community-based family physicians. Thisnum-
ber was similar to the use (6%) of non-MD non-
faculty (eg, dietitians, nurses, and physical thera-
pists) (Figure 3). Military and medical school-
based programs used community-based family
physicians the least at 3%, but this difference
was not statistically significant. Medical school-
based programs used significantly fewer spe-
ciaty physicians, compared with community-
based, medical school-affiliated/administered
programs (P=.001) and compared with all other
types of programs combined (P=.003).

Pharmaceutical Companies—Drug company
sponsorship was relatively low at an average of

programs that use a block format were found to sig-
nificantly endorse the organizational (95% agreement)
and educational (63% agreement) value of thisformat
(P<.001, respectively).

Location—Conference locations included the fam-
ily practice clinic, hospital, alternate sites, or acombi-
nation of these (Figure 2). There was a statistically
significant difference among the types of programs
(P<.001). Medical school-based pro-
gramstend to hold their conferences
only at a clinic, while military pro-

6% of lectures. Medical school-based programs
reported pharmaceutical-sponsored lectures signifi-
cantly less often than military programs (P=.003). Six
programs reported 50% or more of their conferences
were drug company sponsored. Programsin the north-
east United States were significantly less likely than
programsin any other region to rely on drug company
sponsorship of lectures.

grams are more likely to hold their
conferences at the hospital. Commu-
nity-based programs, whether affili-
ated or not, are more likely to use
multiple sites. Alternate sites in-
cluded nursing home, university con-

5%

Figure 3
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ference center, educational building 40%
adjacent to hospital, health services
library, and medical school. Lecture

location wasrel ated to the number of
hours and days used for lectures:. pro-
gramswith multiplelecture sites had
the greatest number of hoursfor lec-
tures per week (mean 5.3 hours,
P<.001) and held them over more
days (mean 3.7 days, P<.001).
Thevast magjority of programs had
few problems with rooms, finding
them easy to reserve and of adequate
sizeand comfort. Lecturelocation or
type of program were not related to
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Table 2

Reasons for Changing Conference Formats

Developmental issues 1. New, expanded program

. Change of conference coordinator

. Meet Residency Review Committee
requirements

. Change in evaluation process

w N

N

Poor attendance

. Changein location

. Allow family medicine faculty to attend
Relieve residents from hospital duties

Attendance issues

ENFAY N

Content issues Add specific topics or specialty areas
Increase family medicine focus
Increase case-based teaching

Change types of presenters

Cover more topics

. Work with specific groups

Add themes or procedures

. Increase hands-on aspects

DNOOAWN P

Changes—Over the last 2 years, 42% of programs
have made structural changes in their lecture format.
The reasons given distilled into three main categories:
residency program development, attendanceissues, and
curricular issues (Table 2). No significant difference
was found between types of programs on this variable.

Discussion

The value of didactic conferences has been ques-
tioned, yet they are required and therefore a marker of
the formal educational component in residency train-
ing. This study was intended to describe the length,
days, timing, location, and speakers that make up these
conferences. Theimportance of the datafrom this study
is supported by aresponse rate of 84% from a system-
atically chosen stratified random sample and requests
for asummary of the results by 67% of the programs.

Family practice residencies devote more than a half
day of resident time per week to conferences specifi-
cally designed for residents, and the structure of these
conferences ranges from a lecture a day to a day of
lectures. It is conceivable that some systems are more
efficient, practical, comprehensive, or effective, but our
survey indicates that no ideal system has been identi-
fied. Given the volume of time dedicated to this por-
tion of resident education, we conclude that conference
teaching isaneglected areaof family practice residency
education research.

Conferencesat medical school-based programswere
found to be fundamentally different from those at all
other programs, in that medical school-based programs
alotted significantly fewer days and hours to lectures
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each week and used more speakersfrom within the pro-
gram. One possible reason for this difference is that
their residents may attend lectures from other depart-
ments, which are customary and readily available at a
medical school/medical center. While educational, these
presentationswould not meet thissurvey’sor ACGME's
definition of conferences*designed specifically for the
family practiceresidents.” Theavailability of other spe-
cialty conferences may also explain the increased use
of speakersinternal to the program at medical school-
based programs, since most of the specialist presenta-
tionswill be donein other venues.

Block formats have been enthusiastically proposed
as a viable alternative to the 1-hour conference.® Al-
though block formats were not endorsed in general,
those who use them were overwhelmingly positive
about their educational value and ease of organization.
Futureinvestigationsinto thisformat could help clarify
how blocks affect quality, content, and attendance and
if they are more appropriate in certain circumstances
(eg, procedural skills versus knowledge).

Due to the establishment of family practice asadis-
tinct speciaty in 1969, there is now a large group of
well-experienced, residency-trained family physicians
who have been practicing in the community for decades.
Our investigation revea sthat these physiciansarerarely
used in didactic efforts. Theinfrequent use of commu-
nity-based family physicians as speakers at the resi-
dency level parallels the results of a study of family
medicine CME grand rounds, which found only 10%
of lectures were given by this same group.?2 Why are
nearly 40% of conferences presented by other special-
ists? Therisks of relying on non-family physiciansin-
clude presentationsthat are too detailed, impractical to
primary care, or that are intended to limit the scope of
practice of primary care. If thereasonisfinancial (spe-
cialists are willing to talk because it generates refer-
rals), then perhaps programs should examine someform
of speaker compensation for family physician speak-
ers. Family practice programs must apply this finding
to their setting. Given therich experience of practicing
family physicians and the difference in philosophy be-
tween specialists and generalists, programs may con-
sider using more primary care physicians as speakers.

Conclusions

Conferences are arequired component of residency
education and involve extensive planning and effort.
Morethan ahalf day per week is devoted to the formal
curriculum, and countless additional hoursareinvested
in organizing and arranging presentations for the more
than 10,000 family practice residents in the United
States. Although primarily descriptive, these results
provide important baseline data regarding conference
structure. Considering the amount of time and effort
dedicated to conferences, the goals and objectives of



Residency Education

didactic conferences need to be clarified and the selec-
tion of topics and speakers systematically evaluated.
Further research isnecessary to determineif such goals
and objectives are being met and how the quality of
this part of residency curriculum is being assessed.
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