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In a university-based family practice residency program, patients’
computerized medical records were audited to determine how information
about family health history was recorded. Family history items were listed on
the problem lists for only 4.4 percent of all active patients and for only 2.7
percent of a systematic sample of 375 patients. A manual audit of 75 charts
randomly selected from the systematic sample showed that the problem lists
contained only 5.8 percent of the family history items reported by patients.
Children’s problem lists contained fewer family history items than did those

of adults.

When seeing patients, family physicians usually
focus on the individual, with variable considera-
tion given to the family context.113 One major
facet of the family context is the family health his-
tory. Leaders in family practice have held family
health history to be a fundamental part of com-
prehensive health care. 415

Numerous common health problems occur in a
familial pattern. First-degree relatives (parents
and children) of patients with duodenal ulcer have
a threefold increased incidence of duodenal
ulcer.’ Other problems showing an increased fa-
milial incidence include early-onset ischemic heart
disease,17 panic disorder,18 schizophrenia,19 diab-
etes,22L and alcoholism,2 among others.

The clinical significance of family history is
often difficult to assess because of insufficient data
about the significance of particular patterns of
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family history. Studies have shown that a woman
who has two sisters or a mother and sister with
bilateral premenopausal breast cancer has an ap-
proximately 50 percent lifetime probability of de-
veloping breast cancer herself.23 In contrast, fam-
ily history of unilateral postmenopausal breast
cancer seems to imply little or no increased risk
from that of the average woman (about 10 to 15
percent lifetime probability). If specific informa-
tion is not known about the implications of having
a family history of a particular condition, the phy-
sician may choose to give the patient a vague and
questionably accurate estimate of risk, admit sci-
entific ignorance about the patient’s situation, or
avoid dealing with the information unless the pa-
tient asks about it. For most health problems accu-
rate information about the prognostic significance
of family history is not available.

Familial health problems are presumably
transmitted through various combinations of ge-
netic and environmental influences. For type 1,
youth-onset diabetes, environmental factors may
play a more prominent role, as the concordance in
identical twins is only 50 percent. In contrast, the
concordance of over 90 percent for identical twins
with type 2, maturity-onset diabetes,2l indicates
that genetic factors, including a predisposition to
obesity, may be more influential in type 2 than in
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type 1 diabetes. Nevertheless, related environ-
mental factors, such as caloric intake and physical
activity, seem to be key modifiable factors in the
development of type 2 diabetes. Cigarette smoking
contributes to the development of numerous seri-
ous health problems. Health care providers may
help susceptible individuals reduce their risk of
developing familial problems by systematically
encouraging the modification of pertinent en-
vironmental and life-style factors.

Despite the widespread stated belief in its
importance, 1415247 the authors found no studies
in the literature describing the way physicians re-
cord family health history for ambulatory patients.
Only a few textbooks offer any guidance on this
matter. ZZ9 A text on the problem-oriented medical
record (POMR) advocates inclusion on the prob-
lem list of “all problems for which the patient is at
risk because of genetic, environmental, or behav-
ioral susceptibility.” 3 Indiscriminate use of this
approach would, however, result in lengthy per-
manent problem lists for some patients. If problem
lists are too long, physicians cannot scan them
easily, and the problem list thus loses much of its
usefulness.

Putting selected family history items on the
problem list can serve the following functions:

L Increase the physician’s index of suspicion
about particular diagnoses

2. Encourage sustained efforts by physicians and
other health personnel to educate patients
about making recommended changes in life-
style or health habits

3. Modify therapeutic efforts according to the
physician's estimate of the potential benefit of
treatment compared with its costs and risks

4. ldentify sources of anxiety and the need for
specific reassurance for the individual with a
worrisome family history

5. Avoid eliciting the same information from pa-
tients repetitively during future visits (espe-
cially sensitive information that the patient may
think the physician should remember)

Table 1shows clinical examples for each function.

Family history information is usually recorded
on standardized forms that are placed near the
back of the medical record. In this location the
information is not readily available for routine
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scrutiny during patient visits and thus tends to be
forgotten. The permanent problem list of the
POMR is a logical area for documenting significant
family history. Its high visibility in this location
would allow it to be used easily for the purposes
outlined above, especially if the physician
routinely reviewed the problem list just prior to
seeing each patient.

This study was done to describe how family
history was recorded in the medical records of
outpatients in a family practice residency pro-
gram, with special attention to the recording of
family history on the problem list.

METHODS

This study was done in a large university-based
family practice residency program, which has used
a computerized medical record system since
shortly after its inception in 1969.3LProgress notes
and problem list entries are dictated by the pro-
vider for each visit, then routinely entered into the
computerized record. Thus virtually all problem
list items are included in this system and displayed
on an updated printout placed in the chart after
each visit. This data system facilitates the conduct
of chart audits for patient care or research pur-
poses.

The importance of well-kept medical records
has been consistently stressed in this residency.
Each year during orientation sessions on medical
record keeping, faculty members have encouraged
residents to identify and record family history
items on the permanent problem list to facilitate
their taking care of patients in a family-oriented
manner. The completeness of documentation of
visits, including coded problem list entries, has
been monitored regularly and maintained at a high
level.

When th&nternational Classification ofHealth
Problems in Primary Care (ICHPPC)2coding sys-
tem was adopted by the residency in 1974, a local
supplementary classification was developed, simi-
lar to the family history codes in the International
Classification of Diseases, 9th Revision, Clinical
Modification (ICD-9-CM).3 Supplementary codes
were needed because of the absence of family his-
tory codes in ICHPPC. Family history codes were
defined for 25 relatively specific familial condi-
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TABLE 1. CLINICAL USES OF FAMILY HISTORY ITEMS ON THE PERMANENT

PROBLEM LIST
Function

Increase diagnostic
index of suspicion

Encourage sustained
patient education

Modify therapeutic
efforts

Identify sources of
anxiety

Avoid redundant
questioning

Patient Problem

Dyspepsia
Marital problem
Obesity

Infant feeding
problem

Mild hypertension

Depression

Rectal bleeding

Anxiety reaction

Orgasmic
dysfunction

Overconcern
about child

Family History

Peptic ulcer disease

Alcoholism

Diabetes

Child abuse

Early coronary heart
disease

Suicide
Colon cancer

Psychosis
Incest

Sudden infant death
syndrome

tions, and one miscellaneous code was included.
The most recent ICHPPC revision, ICHPPC-2-
Defined, contains only one code for all items relat-
ing to medical observation of another family
member at risk, including family history of any
condition.3t

In this study two groups of medical records
were selected and audited. First, a computerized
search of the patient records in the Family Prac-
tice Center identified all active patients having any
family history item on their problem lists (group 1,
n=375). A second group of patient records was
identified by cyclically selecting every 100th pa-
tient identification number until a sample of active
patients was generated (group 2) that was the same
size as the first group. The computerized problem
lists of patients in both groups were audited for
family history items.

The age, sex, or race of the patient could con-
ceivably influence the likelihood of the physician’s
recording family history on the problem list. If the
recording of family history items on the problem
list did not vary according to demographic charac-
teristics, the distribution by age, sex, and race
should have been the same for group 1 patients as
for the general patient population. Using the
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known demographic percentages for the practice,
expected numbers were calculated for the sample
and compared with the observed numbers.

Further, to compare the family history infor-
mation on problem lists with other sources of fam-
ily history data in the medical record, a random 20
percent subsample of 75 active patients was iden-
tified from each group (150 patients total) for de-
tailed manual auditing of the record. Other sources
of family history information in the record in-
cluded a health questionnaire completed by the
patient and a history worksheet form that the
physicians filled out for some patients; both of
these forms had designated areas for family his-
tory.

No attempt was made to differentiate between
the record-keeping practices of residents and fac-
ulty physicians. The average complement of 40 to
45 residents saw many more patients, however,
than did the 6 to 8 clinical faculty members who
were active in patient care, so that the findings
mainly describe how residents in this program re-
corded family history information.

The data were analyzed for statistical signifi-
cance by chi-square and the Z test of difference for
proportions.
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RESULTS

Only 375 patients in the entire practice (4.4 per-
cent of the 8,578 total active patients) and 2.7 per-
cent of the group 2 systematic sample (10/375) had
any family history items on the computerized
problem list. Significantly fewer children younger
than 15 years old and more young white adults
than expected had family history items recorded
on the problem list.

For both groups of patients, the detailed audit
of the medical records revealed more family in-
formation on the questionnaires completed by pa-
tients than on the physician worksheets, which, in
turn, contained more family information than did
the problem lists. The largest difference in family
information was between the problem lists of the
systematic sample (group 2) and their patient
questionnaires and physician worksheets; only 5.8
percent (6/104) of the family history items reported
by patients were recorded on the problem list.
Compared with the 58 percent rate of problem list-
ing (115/199) for group 1 patients, there was a ten-
fold difference between problem listing for the
purposively selected group and the group more
representative of the general patient population.

The family history items most commonly re-
corded on the problem list were (in decreasing fre-
quency) diabetes, heart disease, high blood pres-
sure, and cancer; for these items combined, the
ratio of problem-listed family histories to patient-
reported family histories was 0.69 (82/119) for
group land 0.10 (6/59) for group 2. Several serious
familial conditions were seldom included on the
problem list. For mental illness, peptic ulcer dis-
ease, alcoholism, and emphysema, the combined
ratio of problem-listed to patient-reported items
was 0.14 (5/35) for group 1 and 0.00 (0/25) for
group 2.

DISCUSSION

The patient records in group 1were selected on
the basis of their having family history items on
the problem list. In this group there was also a
relatively larger amount of family history infor-
mation in all three chart locations—patient ques-
tionnaire, physician worksheet, and problem list.
The authors believe that the record keeping for
this small proportion of patients reflects an appro-
priate level of awareness of the potential clinical
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importance of family history information.

In contrast, the record keeping for the patients
in the group 2 systematic sample should be fairly
representative of the general way family history
was documented in this practice. Far less infor-
mation about family history was recorded on the
problem list than elsewhere in the record. Some of
this difference may be attributed to the physicians’
consciously filtering information for clinical rele-
vance. The findings also seem to reflect, however,
widespread disregard by the physicians for this
category of data.

Patients reported much apparently significant
information that was not recorded on the problem
list; for example, the occurrence of hypertension
or heart disease in a sibling or parent was often
noted on the physician worksheet, but not entered
on the problem list. Family history of alcoholism,
emphysema, mental illness, or peptic ulcer disease
was seldom recorded on either the physician
worksheet or the problem list.

For many health problems evaluating the signif-
icance of family history data is hampered by the
lack of data on the clinical implications of the in-
formation. The age of onset of the problem in the
relative, the closeness of the relation to the pa-
tient, and the perceived seriousness of the prob-
lem probably influence the physician’s estimate of
risk most strongly.

The data from the audit of the subsample of
group 1records suggest that diabetes was consid-
ered to be the most noteworthy familial condition,
as it was the only item that was recorded with
similar frequency on the patient questionnaire, the
physician worksheet, and the problem list. Dia-
betes appeared on the problem list dispropor-
tionately often compared with its relative inci-
dence in the patient population. The greater atten-
tion to family history of diabetes may be partly due
to the physicians’ perception of the severity and
treatability of diabetes as well as the potential for
preventing type 2 diabetes by counseling patients
about weight control.

The problem lists of children included less in-
formation about family history than did those of
adults. Their parents usually were not old enough
to have developed many of the common problems
for which family history was recorded. The health
history of grandparents is often relatively sketchy
and may be considered by physicians to be less
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relevant than that of the parents. Most of the chil-
dren were cared for by residents, who did not ex-
pect to continue as their primary physician for
more than two to three years. Children are distant
in time from the period of maximal risk for overt
expression of familial problems. Physicians may
not ascribe significance to family history when the
risk seems so temporally remote.

It may be possible to prevent or delay the onset
of some problems (hypertension, for example) by
effecting appropriate lifestyle changes, such as a
low sodium diet early in the life of individuals at
increased risk due to their family history.33%1f the
physician believes in the potential of such inter-
ventions, careful attention to the family history of
children is then called for. Having family history
items on the problem list could remind the physi-
cian to make sustained efforts to educate patients
and parents about the implications of familial prob-
lems.

Young white adults may have had more family
history documented partly because their parents
were in the peak age range for the development of
many of the conditions and partly because of their
own relative closeness to the usual age of problem
emergence.

The findings for the group 2 patient records are
probably fairly representative of family physician
behavior in university-based family practice resi-
dency programs in the United States. Although the
study design does not support generalization of the
findings to private or community practice settings,
it seems reasonable to think that the recording of
family history in this patient population was at
least as complete as in most other family practice
settings.

The inclusion of serious familial problems on
patients’ problem lists might promote the attain-
ment of the family physician’s goal of comprehen-
sive health care with a strong preventive orienta-
tion. The authors believe that the routine record-
ing of information about the family health history
on the permanent problem list could be very useful
clinically, especially for those families the family
physician cares for over a long period of time. To
the authors’ knowledge, however, no evidence is
available to support or disprove this belief.

Many family physicians will probably need to
see substantial data on the value of recording fam-
ily history items on the problem list before they
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will consider changing the way they now handle
family history data. Longitudinal research designs
should be used to test the usefulness of this ap-
proach. Cross-sectional studies of family history
involve a family information bias that is difficult to
control.3/ The clinical utility of well-documented
family histories would emerge slowly over a
period of years in a practice panel.

Careful collection and updating of family health
information in long-term studies of large, rela-
tively stable patient populations could answer the
following pertinent questions: What conditions, in
which relatives, at what ages of onset, indicate
significant health risk and are worthy of inclusion
on the problem list? Does this documentation lead
to improvement in the process and outcomes of
patient care, and if so, how? Meanwhile, teachers
of family medicine may wish to consider how well
their own recording of family history information
constitutes a desirable role model for family phy-
sicians in training.
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