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faculty scored higher than residents. Reported
sources of information about automobile safety
seats varied. Only 32.6 percent of physicians at-
tributed any knowledge to their residency train-
ing program. Medical journals, national and local
medical meetings, and discussions with fellow
health personnel were frequently cited sources.
The lay press, such as.consumer magazines, were
also mentioned. However, 67.4 percent of physi-
cians felt they needed more information.

Comment

The present study shows inadequate factual
knowledge about automobile safety seats among
resident physicians in primary care as well
as among the teaching faculty. Although both the
pediatric and family practice departments at the
University of Kentucky have at least one faculty
member especially interested in automobile safe-

ty, the amount of practical knowledge provided or
retained by the residents appears poor.

Lack of interest may account for much of the
lack of knowledge. Many physicians still feel that
accident prevention and automobile safety are not
their responsibility. Apparently, personal experi-
ence with safety seats as a parent is a large factor
in raising the physician’s level of knowledge and
awareness.

Residency training programs must increase ef-
forts to provide a groundwork of education for
physicians about automobile safety seats. Means
must be sought of providing practical experience
with the seats as well as promoting general aware-
ness of automobile accident statistics and dynam-
ics and cognizance of the arguments in favor of
safety seat use.
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In 1978 the American Academy of Family Phy-
sicians (AAFP) developed a manual system of
documentation using a 3 X 5-inch data card to
record inpatient diagnoses and procedures as a
service to family practice residents to provide
residency graduates with data to support their re-
quests for obtaining hospital privileges and for
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self-evaluation. The actual effectiveness of this
method has yet to be evaluated, and the degree of
its acceptance by residents has not been estab-
lished. Throughout the country, however, docu-
mentation has continued to be implemented using
various methods. Little is known of the extent,
effectiveness, costs, and value placed on the use
of the AAFP system by residents and faculty. As
part of the ongoing development of the documen-
tation program of the North Carolina Academy
of Family Physicians (NCAFP), the Department of
Family Medicine, University of North Carolina at
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Chapel Hill, acting as the central agency for the
NCAFP project, undertook a survey of documen-
tation in family practice residency programs with
the following purpose: (1) to identify the extent
of documentation in the surveyed programs, and
(2) to establish how effective the documentation
was perceived to be by the responding program
directors.

Method

In 1981 a questionnaire was mailed to all 385
residency programs identified by the AAFP. A
total 343 (89 percent) responded to the initial mail-
ing. The questionnaire inquired about the exist-
ence of documentation in each program, whether
participation was mandatory, the estimated degree
of compliance of the residents, recording and data
analysis methods, and how the data were used.

Results

Out of 343 responding programs only 62 (18
percent) did not use some form of documentation,
while 11 (4 percent) were in some stage of develop-
ing a system. The responding programs were di-
vided into three groups on the basis of numbers of
residents. Small programs (83 in number) had
fewer than 13 residents, medium-sized programs
(86) had between 13 and 19 residents, and large
programs (82) had at least 20 residents. Resident
participation in documentation was said to be
mandatory in 175 (64 percent) of the programs that
undertook documentation. Documentation was
mandatory in 72 percent of the small programs,
67 percent of the medium-sized programs, and 51
percent of the large programs. Residents in their
first, second, and third years participated in docu-
mentation in nearly all the responding programs.
Collaborative documentation involving other sites
was noted by 25 percent of the respondents.

With regard to the method of documentation,
only 72 (26 percent) of the programs used the es-
tablished AAFP green card system, although 25
programs (12 percent) used the AAFP card in con-
junction with some other data collection system.
Altogether 135 programs, the majority, had devel-
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oped and used their own method of collecting doc-
umentation data.

One half of all the programs requested that resi-
dents record all inpatient diagnoses, whereas a
majority (76 percent) indicated that all procedures
should be recorded. Twenty percent of the pro-
grams requested their residents to record only
specific procedures deemed important for family
practice. Mechanical data processing of the infor-
mation collected by residents was undertaken in
112 (39 percent) of the programs.

In 56 percent of the large residencies, the over-
all estimated compliance was 50 percent or less; in
other words, less than 50 percent of procedures or
diagnoses experienced by the residents were esti-
mated to be recorded in the documentation sys-
tem. There appeared to be no significant difference
between the compliance of residents in either
small, medium, or large residency programs.
However, in those residencies in which documen-
tation was mandatory, estimated compliance was
significantly greater than in the “self-motivated”
programs. Sixty-one percent (98) of the “manda-
tory” programs stated that the residents achieved
acompliance of 50 percent or more compared with
19 percent (19) of the nonmandatory programs
(P = 0.0001). A significant number of “nonman-
datory” programs (49 percent) indicated that their
residents recorded 30 percent or less of their inpa-
tient experience.

Although 95 percent (268) of the responding
programs indicated that the documentation was
used for the residents’ personal records, only 42
percent (120) offered some routine feedback based
on the data. In 56 percent (157) the residents re-
ceived a cumulative report of their hospital experi-
ence on completing residency training. This, of
course, would be affected by the recorded compli-
ance mentioned earlier.

Comment

Certain points are evident from the survey.
Most programs employed some type of documen-
tation system, although there was a lack of uni-
formity in the type of methods used. The major-
ity used their own system; 38 percent used the
AAFP green card system, either alone or in com-
bination with another form of data collection.
The recording of procedures was seen to be the
major purpose of documentation; the recording
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of all diagnoses was undertaken in less than 50
percent of the programs. This may be the result
of the need to record procedures as a basis for
obtaining hospital privileges as well as the greater
logistical difficulty of recording large numbers of
diagnoses over a three-year period. In spite of the
establishment of documentation in 72 percent
of the responding programs, recording compliance
by residents was low. This lack of compliance
constitutes a major problem, since inadequate
documentation as a basis for gaining hospital privi-
leges could work against the applying physician.

One possible reason for the poor compliance
may have been the relative lack of routine feed-
back of data to the residents on a regular basis.
This suggests that faculty, although perhaps sub-
scribing to the idea, are not fully committed to its
implementation. Small and medium-sized pro-
grams showed no greater compliance in recording
than large programs, suggesting that the close
relationship between faculty and residents said to
occur with small numbers of residents was not an
important factor in promoting documentation.
However, when documentation was mandatory
for residents (or said to be mandatory in principle),
compliance was estimated to be higher than in the
“nonmandatory” programs.

Documentation of inpatient procedures and
diagnoses is a widespread phenomenon in family
practice residency programs, and although it is
supported by the specialty in theory, it may not
be very effective in practice. It is possible that
increased faculty commitment with orientation
and frequent feedback to residents could improve
the situation considerably. Unfortunately, the
value of documentation, which requires certain re-
sources within each program, is often only retro-
spectively recognized by residents after they go
out into practice. Consideration should also be
given to documentation of residency experiences
as a potential to providing data for curriculum
development in the hospital setting as well as es-
tablishing a data base for useful research in family
practice residency programs.
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