
Practice Management Training in 
Family Practice Residencies

Rick Kellerman, MD
Plainville, Kansas

Recent surveys have suggested that practice 
management instruction in family practice resi­
dency programs is inadequate. The majority of 
third-year family practice residents graduating in 
1980 felt inadequately trained in nearly all aspects 
of practice management.1 Thirty-five percent of 
these residents noted that their residency pro­
grams offered no regularly scheduled time for 
practice management training. Results of four 
family practice residency graduate follow-up sur­
veys showed that no fewer than 25 percent and, 
often, 60 to 80 percent of graduates felt underpre­
pared in most areas of practice management.2-5

Methods
In November and December 1981, a survey of 

family practice residency directors listed in the 
Guide to Family Practice Residency Programs 
was undertaken to determine (1) attitudes toward 
practice management instruction, (2) designation 
of a specific residency practice management edu­
cation coordinator, (3) format of instruction, and 
(4) practice management topics considered most 
important for inclusion in residency training. One 
hundred ninety-five program directors were ran­
domly selected to complete a brief questionnaire. 
One hundred fifty questionnaires were returned 
after one mailing for a response rate of 77 percent. 
Telephone calls were made to five randomly se­
lected nonresponders to determine whether their 
lack of response indicated a lack of interest in 
practice management instruction. Four of five
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programs contacted included practice manage­
ment instruction in their programs. These five re­
sponses were included for statistical evaluation for 
a total response of 155 programs, a total response 
rate of 79 percent. The data were entered onto 
punched cards and evaluated by standard statisti­
cal methods.

Results
The distribution of respondents was represent­

ative of the types of residency programs in the 
country. There were no significant differences in 
instruction based on type of program, geographi­
cal location, year the program was established, or 
population of the community in which the program 
was located.

Seventy-eight percent of respondents strongly 
agreed and 20 percent of respondents agreed that 
practice management was an appropriate content 
area of a family practice residency curriculum. 
One hundred twenty-six (81 percent) of respond­
ing programs had designated a specific educator to 
coordinate their practice management curriculum. 
Educators who were designated as specifically re­
sponsible for coordination of residency practice 
management training included the program direc­
tor (23 percent), other faculty members (32 per­
cent), residency business managers (31 percent), 
and others, such as professional business consult­
ants and hospital administrators (9 percent).

One half (49 percent) of responding programs 
offered both didactic courses and “ experiential” 
training (such as working the office front desk) as 
part of their training program. Thirty-six percent 
of the programs offered a structured didactic 
course only. Nine percent offered experiential 
training only. Five percent of responding pro­
grams offered no practice management instruction.
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Table 1. Family Practice Residency Directors' 
Perception of Most Important Practice 

Management Topic Areas (n = 138)

Percent
Response

F e e s , b ill in g  s y s te m s , c re d it  
c o lle c t io n s

P e rs o n n e l (h ir in g  a n d  m a n a g e m e n t)  
E c o n o m ic s  o f  s ta r t in g  a p ra c tic e  
P ra c tic e  lo c a tio n  d e c is io n s  
T h ir d -p a r ty  p a y e rs  (M e d ic a re ,  

M e d ic a id )
M e d ic a l re c o rd  k e e p in g  s y s te m s  
P a tie n t  f lo w  s c h e m e s , s c h e d u lin g , 

te le p h o n e  u se
P ra c tic e  o rg a n iz a tio n  (s o lo , g ro u p , 

H M O , e tc ) a n d  in c o m e  d is tr ib u t io n  
p la n s

S e le c t in g  p ro fe s s io n a l s e rv ic e s  
(a c c o u n ta n t, a t to rn e y , b u s in e s s  
m a n a g e r , e tc)

L e g a l a s p e c ts  o f  m e d ic a l p ra c tic e  
B u ild in g  an  o ff ic e , le a s in g , o ff ic e  

la y o u t
P e rs o n a l f in a n c e  
C a re e r  a lte rn a t iv e s  in fa m ily  

p ra c tic e  (p r iv a te , a c a d e m ic ,  
g o v e r n m e n t  s e rv ic e , e tc ) 

“ B u ild in g "  a p ra c tic e  
C o m p u te rs  in p r iv a te  p ra c tic e
B u y in g  m e d ic a l e q u ip m e n t  a n d  s u p p lie s  5 .8
In s u ra n c e  5 .8
B u y in g  w a it in g  ro o m  a n d  b u s in e s s  3 .6

o ff ic e  e q u ip m e n t  a n d  s u p p lie s  
In v e s tm e n ts  2 .9
O th e r  2 .2

Of 132 programs offering a structured didactic 
course of instruction, 72 percent required resident 
participation and 26 percent offered the instruction 
on an elective basis. When offered as an elective, 
over 50 percent of residents chose to participate. 
When compared with programs offering elective 
participation, programs that required resident par­
ticipation offered relatively more hours of didactic 
instruction (P < .01).

Only 7 percent of residency programs offering 
structured formats provided over 60 hours of di­
dactic instruction. Sixteen percent offered 31 to 60 
hours, 40 percent offered 16 to 30 hours, and 33 
percent offered 1 to 15 hours of didactic course

work. Four percent of programs did not specify 
the number of hours devoted to didactic instruc­
tion. Didactic instruction was most commonly 
provided by professional business consultants, the 
residency business manager, and family practice 
faculty members.

In programs with structured didactic instruc­
tion, participant combinations included third-year 
residents only (34 percent), second- and third-year 
residents (32 percent), and first-, second-, and 
third-year residents (30 percent).

Ninety programs (58 percent) offered some 
form of experiential training in practice manage­
ment. This most commonly involved observing or 
working in the residency business office or a pri­
vate practice office during a medical rotation. 
Some residencies also allow residents to partici­
pate in day-to-day decision making regarding cer­
tain residency office operations. A few residencies 
offer self-instructional material in practice man­
agement. Practice management seminars spon­
sored by the American Academy of Family Physi­
cians, American Medical Association, and private 
business firms were required by 13 percent of resi­
dencies, encouraged by 49 percent, and allowed by 
33 percent.

Table 1 shows the program director’s percep­
tion of the relative importance of potential topic 
areas as indicated by the percentage of total re­
sponses. Fees, billing systems, hiring and manage­
ment of personnel, and economics of starting a 
practice were indicated as most important in over 
50 percent of responses. Less than 10 percent of 
responses indicated that computers in private 
practice, buying medical equipment and supplies, 
insurance, buying waiting room and business 
office equipment and supplies, and investments 
were the most important topic areas.

Comment
Results of this survey indicate that the majority 

of family practice residency programs offer some 
form of practice management training. However, 
there are several indications that present training 
is inadequate.

In its “Proposed Special Requirements for Res­
idency Training in Family Practice” the Residency 
Review Committee suggests offering at least 60

Continued on page 176

7 5 .4

7 3 .9
6 6 .7  
47.1
4 6 .4

4 4 .9  
4 2 .0

3 7 .7

3 4 .8

3 3 .3  
2 1 .7

2 0 .3  
1 4 .5

13.0
6 .5

THE JO U R N A L OF FA M ILY  PRACTICE, VO L. 16, NO . 1, 1983
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K-Lyte® OS (Each effervescent tablet in solution supplies 50 mEq potassium as 
bicarbonate and citrate.)
K-Lyte® (Each effervescent tablet in solution supplies 25 mEq potassium as 
bicarbonate and citrate.)
Description: K-Lyte DS and K-Lyte are oral potassium supplements. Each K-Lyte 
DS tablet in solution provides 50 mEq potassium as supplied by 2 5 gm potassium 
bicarbonate and 2.7 gm potassium citrate with 2.1 gm citric acid, saccharin, artiticiai 
tlavor and color. Each K-Lyte tablet in solution provides 25 mEq potassium as 
supplied by 2.5 gm potassium bicarbonate and 2.1 gm citric acid, saccharin, artiticiai

Indtcations and Usage: All K-Lyte® products are used for therapy or prophylaxis 
of potassium deficiency. They are useful when thiazide diuretics, corticosteroids, or 
diarrhea cause excessive potassium loss; and when dietary potassium is low. l hese 
products may also be useful when potassium therapy is indicated in digitalis

Contraindications: Potassium supplements are contraindicated in patients with 
hyperkalemia since a further increase in serum potassium concentration in sucn 
patients can produce cardiac arrest. Hyperkalemia may complicate any of the follow- 
inq conditions: chronic renal impairment, metabolic acidosis such as diabetic 
acidosis acute dehydration, extensive tissue breakdown as in severe burns or adre­
nal insufficiency. Hypokalemia should not be treated by the concomitant administra­
tion of potassium salts and a potassium-sparing diuretic (e g., spironolactone or 
triamterene), since the simultaneous administration of these agents can produce 
severe hyperkalemia. , .. . .
Warnings: In patients with impaired mechanisms for excreting potassium, the 
administration of potassium salts can produce hyperkalemia and cardiac arrest. I his 
occurs most commonly in patients given potassium by the intravenous route but 
may also occur in patients given potassium orally. Potentially fatal hyperkalemia can 
develop rapidly and may be asymptomatic. The use of potassium salts in patients 
with chronic renal disease, or any other condition which impairs potassium excre­
tion, requires particularly careful monitoring of the serum potassium concentration 
and appropriate dosage adjustment.
Precautions: General p recautions-The diagnosis of potassium depletion is ordi­
narily made by demonstrating hypokalemia in a patient with a clinical history 
suggesting some cause for potassium depletion. When interpreting the serum 
potassium level, Ihe physician should bear in mind that acute alkalosis per se can 
produce hypokalemia in the absence of a deficit in total body potassium, while acute 
acidosis per se can increase the serum potassium concentration into the normal 
range even in the presence of a reduced total body potassium. Therefore, Ihe treat­
ment of potassium depletion requires careful attention to acid-base balance and 
appropriate monitoring of serum electrolytes, the ECG, and the clinical status of the 
patient.
Inlormallon torpatients-To  minimize the possibility of gastrointestinal irritation 
associated with the oral ingestion of concentrated potassium salt preparations, 
patients should be carefully directed lo dissolve each dose completely in the stated 
amount of water.
Laboratory te s ts -Frequent clinical evaluation of the patient should include ECG 
and serum potassium determinations.
Drug interactions- The simultaneous administration of potassium supplements 
and a potassium-sparing diuretic can produce severe hyperkalemia (see Contraindi­
cations). Potassium supplements should be used cautiously in patients who are 
using salt substitutes because most of the latter contain substantial amounts of 
potassium. Such concomitant use could result in hyperkalemia.
Usage in p regnancy-Pregnancy Category C— Animal reproduction studies have 
not been conducted with any of the K-Lyte products. It is also not known whether 
these products can cause fetal harm when administered to a pregnant woman or can 
affect reproduction capacity. They should be given to a pregnant woman only if 
clearly needed.
Nursing mothers —  Many drugs are excreted in human milk and because of the 
potential lor serious adverse reactions in nursing infants from oral potassium 
supplements, a decision should be made whether to discontinue nursing or discon­
tinue the drug, taking into account the importance of the drug to the mother.
Usage in children— Safety and effectiveness in children have not been established. 
Adverse Reactions: The most common adverse reactions to oral potassium 
supplements are nausea, vomiting, diarrhea and abdominal discomfort. These side 
effects occur more frequently when the medication Is not taken with food or is not 
diluted properly or dissolved completely.
Hyperkalemia occurs only rarely in patients with normal renal function receiving 
potassium supplements orally. Signs and symptoms of hyperkalemia are cardiac 
arrhythmias, mental confusion, unexplained anxiety, numbness or tingling in hands, 
feet or lips, shortness of breath or difficult breathing, unusual tiredness or weakness 
and weakness or heaviness of legs (see Contraindications, Warnings and 
Overdosage).
Dosage and Administration: Adults— One (1) K-Lyte DS tablet (50 mEq potas­
sium) completely dissolved in 6 to 8 ounces of cold or ice water, 1 to 2 times daily, 
depending on the requirements of the patient. One (1) K-Lyte tablet (25 mEq potas­
sium) completely dissolved in 3 to 4 ounces of cold or ice water, 2 to 4 times daily, 
depending on the requirements of the patient.
Note: It is suggested that all K-Lyte products be taken with meals and 
sipped slowly over a 5 to 10 minute period.
How Supplied: K-Lyte® Effervescent Tablets (orange or lime flavors) are available 
in cartons of 30,100 and 250. K-Lyte® DS effervescent tablets (orange or lime 
flavors) are available in cartons of 30 and 100. Each tablet is individually foil 
wrapped.
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hours of instruction in practice management. The 
proposed requirements do not specify that the in­
struction be didactic. Nevertheless, it is important 
to note that of programs currently offering didactic 
instruction, only 7 percent provide more than 60 
hours of teaching.

Although the proposed requirements suggest j 
that the family practice center should be consid­
ered the primary classroom for teaching practice 
management, only 58 percent of programs offer 
experiential training (such as working at the office 
front desk, insurance office, etc). Only one half of | 
the programs surveyed offered both didactic and 
“experiential” training.

Family medicine has encouraged educational 
goals that coincide with the realistic needs of prac­
ticing physicians. Much learning occurs in the 
day-to-day functioning of the family practice cen­
ter that will later be applicable to private office 
management (especially handling telephone mes- I 
sages and medical office record keeping). Overall, 
however, it appears that practice management 
instruction in family practice residency programs |  
is currently underemphasized. A more structured 
approach to practice management training seems 
desirable and necessary.

Acknowledgments
Bill Lam kin, PhD and M aurice H itchcock, EdD, Family 

Practice Faculty D evelopm ent C enter o f T exas , Waco, 
Texas, provided m ethodological assistance.

References
1. B reitw ieser D, Adye W , A rvidson M : R esident evalu-, 

ation of current practice m an ag em en t tra in in g . J Fam  Pract 
13:1063, 1981

2. Ciriacy EW, Bland CJ, S to ller JE, P restw oo d  JS; 
G raduate fo llow -up in the U niversity  o f M in n eso ta  affiliated 
hospitals residency training program  in fa m ily  practice and 
com m unity  health. J Fam Pract 11:719, 1980

3. M ayo F, W ood M , M arsland D W , et al: Graduate 
fo llow -up in the M edical College of V irg in iaA /irg in ia  Com­
m onw ealth  University fam ily  practice res idency system. 
J Fam Pract 11:731, 1980

4. Geym an JP, Cherkin DC, D eisher JB , G ordo n  MJ: 
G raduate fo llow -up in the U niversity  of W a s h in g to n  family 
practice residency network. J Fam  Pract 11 :743 , 1980

5. Hecht RC, Farrell JG: G raduate fo llo w -u p  in th e  Uni­
versity of W isconsin fam ily  practice res idency programs. 
J Fam Pract 14:549, 1982

*T h e  Residency Review C om m ittee  consists o f representa­
tives of the Am erican A cadem y of F am ily  P hysicians, the 
Am erican Board of Fam ily Practice, the C ouncil on Medical 
Education of the Am erican M edical A ssociation , and  a fam­
ily practice resident, and is based at the  A m erican  Medical 
Association offices in Chicago, Illinois.

IVIDdUjUIII0LLIII PHARMACEUTICAL DIVISION
M e a d  J o h n s o n  & C o m p a n y  •  E v a n s v i l le .  In d ia n a  47721 USA

M J L 1-4667


