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Audiotapes of the visits of 50 new patients with 20 family
practice residents were analyzed to determine how aware the
residents were of their patients’ families. The same patients’
opinions about family awareness were elicited by interviews.
Residents exhibited only limited family awareness. Despite
this, patients thought that the residents showed more interest
in family matters than they usually expected from a family
physician.

Patients thought the physicians were most interested in their
family situations when they asked more questions about family
matters. Physicians were seen as least interested when they
asked few family questions and when they were absent from
the examination room for a relatively high proportion of the
visit. Physicians were much less likely to discuss family mat-
ters with a patient during a short visit for an acute problem
than during a longer visit for a chronic problem or for health
maintenance.

Most patients identified physician attitudes and behaviors as
more important obstacles to the discussion of family matters
than patient attitudes. Patients generally wanted substantially
more help from their family physician for family problems than
they expected to receive.

Since the beginning of family practice residen-
cies in 1969, family practice leaders have urged
attention to the family in health care.%7 Although
recent opinions vary about the desirability of mak-
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ing the family the main focus of care, most discus-
sions acknowledge important relationships be-
tween the family and health and illness.815 Many
family practice residencies therefore attempt to
teach residents to care for individual patients with-
in the context of the family. However, there is no
documentation of the clinical behavior of family
practice residents that shows they actually are
aware of their patients’ families.

This study was carried out to (1) examine how
family practice residents demonstrate awareness
of their patients’ families, (2) survey the opinions
of their patients regarding the discussion of family
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matters, and (3) correlate selected physician behav-
iors with patient opinions about family awareness.

Methods

Study participants were 50 new adult patients
making their first visit to the University of
Missouri-Columbia Family Medical Care Center.
New patients were chosen for the study because of
the beliefs that family information would be more
likely sought in first visits for new patients than in
any particular subsequent visit, and that it was
important to document what kind of precedents
residents set during the initial visit for discussing
family matters with patients.

Prior to the study, this family practice residency
program did not strongly emphasize the system-
atic teaching of family awareness to its residents.
For both inpatients and ambulatory patients, most
faculty physicians paid substantial attention
to family matters only when they seemed to be
directly relevant clinically. During the study, the
faculty neither taught family awareness in any
special or additional way, nor did they avoid the
topic.

Twenty of 22 first- and second-year family
practice residents participated in the study. In
each visit the resident was identified as the pri-
mary physician for the patient. All patients were
seen between October 1981 and April 1982.

One of the investigators obtained written in-
formed consent from each patient and resident
prior to entry into the study. Patients and residents
were told that the study would focus on certain
unspecified aspects of physician-patient commu-
nication. Thus, none of the participants knew the
specific nature of the study during the visit. Pa-
tients were informed of the express purpose during
a post-visit interview. Residents were informed of
the study’s purpose and its results after the study
was concluded.

All conversation between residents and patients
was recorded with a tape recorder placed in the
examination room. The investigators were not
present in the room during the visits. The times of
the physician’s entry into and final departure from
the room were recorded, as well as the duration of
any physician absences from the examination
room during the visit (to consult with the attending
physician, respond to a page, etc).

Immediately following each visit, one of the in-
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vestigators interviewed the patient, asking about
physician-patient communication regarding family
and home life. The interview questionnaire
contained both open-ended and closed items.
Response choices for the closed items were pre-
sented verbally and visually on a 5-point scale,
with both adjectival and numerical labels for each
point.

Both investigators reviewed each visit tape in-
dependently. A transcript was typed of all conver-
sation containing any direct or indirect reference
to the patient’s family or to family-related con-
cepts (family content material). The transcripts
were coded independently by both investigators
for numerous variables. Codings were compared
and discussed, and the senior investigator made a
final coding judgment. Interrater reliability values
ranged from 0.68 to 0.94 for the reported parame-
ters, and averaged 0.78 for all codings.

The patient’s progress note, dictated by the
physician, was later examined to determine how
the family content material was documented by
the resident in the patient’s medical record.

The data were processed using the Statistical
Analysis System (SAS). For a number of variables
distributed in a skewed pattern (nonnormal), me-
dian values rather than means are reported.

Results

Patient Characteristics

Fifty patients participated—36 women and 4
men. Forty-seven were white, 3 were black. A
majority (76 percent) were young adults aged 20 to
34 years; the median patient age was 32 years
(range, 20 to 70 years). Twenty-seven patients
were married, 6 were divorced, 1widowed, and 16
had never been married. Most patients were
middle-class with respect to economic and job
characteristics.

Visit Characteristics

The median visit duration was 39 minutes. The
median interruption time was 7 minutes, leaving a
median interaction time of 32 minutes. The median
proportion of time the physician was out of the
room during the visit (interruption index) was 18
percent.

A median of four family content episodes
(FCEs) occurred per visit. The median duration
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for an FCE was 20 seconds. The resident physi-
cians initiated 75 percent of the 280 FCEs ob-
served. FCEs occupied a median total time of 1.8
minutes per visit (5.7 percent of the interaction
time).

Family content episodes were not restricted to
specific sections of the history, but occurred dur-
ing all the phases of the visit. FCEs occurred dur-
ing the social history phase of 62 percent of all
visits. Other visit phases having frequent FCEs
were presenting problem (48 percent of visits),
family medical history (46 percent), past medical
history (42 percent), and physical examination (32
percent).

The residents asked a median of five family-
focused questions per visit, but during one fourth
ofthe visits the resident asked no family questions
at all or only one family question.

Visits by patients who presented for different
purposes contained different amounts of family
content. Residents asked over twice as many fam-
ily questions in the comprehensive visits as they
did in the visits with a problem focus.

The physicians identified a health problem of
some kind during every visit. There were differ-
ences in the amount of family discussion for visits
with different types of main problems defined by
the physicians. When the main problem was non-
acute (23/50), the median interaction time was 36
percent greater than when the main problem was
acute (27/50). The total time spent in FCEs during
anonacute visit was almost three times that of an
acute visit. When seeing patients for a nonacute
problem, residents asked 2.5 times as many family
questions as they did when seeing patients with an
acute problem.

Family Content

Most of the family information elicited by the
residents pertained to health and illness. The most
frequently discussed family content areas con-
cerned family health beliefs, attitudes, and past
illness experiences; family health behaviors and
current illness experience; and family medical his-
tory. With respect to approaches that have been
recommended for acquiring family information,
residents obtained partial genogram (family tree)8
data during only three visits. The five items from
Smilkstein’s Family APGARZ7 were seldom dis-
cussed. Family dynamics were rarely explored.

Two thirds of all of the family content episodes
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were not documented in any way in the patient’s
medical record. Information from only 2 percent
of all FCEs was dictated under problem headings
with a family focus. Dictation of family content
was included in the record under a medical prob-
lem heading for 18 percent of FCEs, health main-
tenance for 6.5 percent, and psychosocial (without
a family focus) for 5 percent of FCEs.

Patient Opinions

Most patients thought that it was important for
their family physician to be aware of their family
problems and expected him or her to show at least
some interest in their family and home life. Most
patients also thought that their physician showed
more interest in family matters during the ob-
served visit than they usually expected from a
family physician.

In contrast, most patients (70 percent) expected
relatively limited help from the family physician
for family problems, with only 28 percent expect-
ing much or very much help. However, the pa-
tients wanted more help from their family physi-
cian for family problems than they expected to get,
with almost one half (47 percent) wanting much or
very much help.

The amount of interest that the patients thought
the physician showed in learning about their fam-
ily correlated with several characteristics of the
visit. Physician initiative was a common denomi-
nator in the two strongest correlations—number of
physician-initiated FCEs (.37) and number of fam-
ily questions asked (.29). A significant negative
correlation (-.17) was observed between the pro-
portion of time the physician was absent from the
room (interruption index) and the amount of fam-
ily interest the patients thought the physicians
showed. The interruption index also correlated
negatively (—14) with the number of family ques-
tions that the patient thought that the physician
asked during the visit.

When asked about potential obstacles to the
discussion of family matters, most patients (24)
believed that their own level of reluctance to talk
about this area did not interfere seriously with dis-
cussing it with a family physician. The majority
(22 also thought it was quite appropriate to talk
about family matters with a family physician.
However, a sizable minority (‘A) thought their
feelings of reluctance inhibited family discussion
considerably, and the same proportion felt that
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such discussion was not very appropriate.

A majority of the patients said that several fac-
tors strongly affected how much they talked about
family matters with their family physician. The
patients identified the following as the most impor-
tant obstacles: “doctor seeming too busy,” “doc-
tor seeming uncomfortable,” and “not having
enough trust or confidence in the doctor.”

Discussion

If the findings of this study accurately represent
the general level of family awareness among fam-
ily practice residents, there is considerable room
for improvement. If family awareness is to be an
educational goal with a high priority, it will be
necessary to identify desirable clinical behaviors,
assess resident-patient interactions regularly, and
develop effective teaching strategies to foster the
desired changes. Schaffer’s18 outline of the con-
tent for a family curriculum should stimulate de-
bate among those who are trying to teach family
concepts to residents and, it is hoped, will pro-
mote the evolution of well-defined curricula.

To encourage residents to recognize and deal
with family factors that may influence the health of
their patients, more effort must be invested in the
development of methods that are time efficient,
clinically relevant, and effective for working with
family matters. Practicing family physicians fre-
quently need the skills to help their patients with
family problems. Over one half of the graduates of
one family practice residency program expressed a
great need for additional training in family counsel-
ing once they were actually in practice.9 For
family-oriented treatment and counseling in pri-
mary care, Doherty and BairdD and Christie-
Seely2l have recently published detailed practical
approaches.

Several features of this study limit interpreta-
tion and generalization of the results. The study
was done in a single university-based family prac-
tice residency program, with a predominantly
young, white, middle-class population of patients
and family practice residents. Only first visits by
new patients were observed; thus, there is no infor-
mation as to how residents continued to learn about
their patients’ families on subsequent visits. Most
of the valuable familiarity with families develops
gradually over the course of a long-term relation-
ship. The initial gathering of more extensive fac-
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tual information than was usual among physicians
in this study, however, may facilitate the familiari-
zation process considerably.

The value of family physicians’ approaching
patient care with a family orientation has yet to be
demonstrated convincingly. The results of this
study suggest that family practice residents could
enhance the quality and comprehensiveness of
their care by better using the family information
they do obtain, and by getting more family infor-
mation than they tend to get. Further research
on the acquisition of family information should at-
tempt to define a basic data base that not only is
practical for the busy physician to obtain but also
facilitates excellence in both the process and the
outcomes of patient care.
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