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SUMMARY. A short feasibility study to investi-
gate the recognition rate and precision of family
problems by general practitioners is described.
The need for such work in preparing a taxonomy
of family and social problems, and the diffi¬
culties involved are discussed. Further support
by general practitioners is invited.

Introduction

THE general practitioner may be the family doctor,
but the family itself is not his patient. His patient is

the person who comes to him for care, and for whom he
makes a plan for treatment. His mandate is to provide
appropriate care for that patient rather than to
intervene in the life of the family. Nevertheless, the
patient's 'dis-ease' may well derive from, qr be
compounded by, stresses within the family (Chester,
1971) and such stresses may have to be taken into
account in making plans for management which balance
effectiveness with appropriateness.

Association between social problems and illness is, of
course, well recognized, but the nature of the associ¬
ation is complex. In many cases fhronic illness itself
causes social problems. Rickards and her colleagues
(1976), in a study of people presenting for help to a

social services department, found that 58 per cent had
serious mental or physical disease. They also found
that, of the whole study population, 40 per cent had
consulted their general practitioner about their social
problem, of whom half had been helped, but only a

quarter of those who consulted were referred to the
social services department. In others, the social problem
may predispose to the physical illness or accident.
Husband (1975), in a study of the families of 25 children
who had repeated accidents resulting in attendance at an
accident and emergency department, found that only
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four came from families with a stable marital relation¬
ship, sound housing, and good general health. Simi¬
larly, Dalton (1970) found that, in children admitted to
hospital after accidents, 54 per cent lived in unsatis¬
factory housing, 50 per cent had serious illness in
another member of the family, and 29 per cent came
from homes with serious marital instability. These
findings suggest that recognition of such social prob¬
lems could allow identification of risk and the
application of preventive measures.

Work done in the USA suggests that there is an

association between the experience of major 'life events'
and the onset of illness, and this is supported by the
findings of Rose (1975) and Bain and Philip (1975).
Bain and Philip showed that in Livingston new town
newly arrived families had twice the episode rate and
twice the consulting rate as the rest of the practice
population for psychiatric illness and syndromes
grouped under 'symptoms and ill-defined conditions'.

In an early attempt at developing a workable
taxonomy, a small working party of the Birmingham
Research Unit (RCGP, 1976) found that in 78 patients
consulting, nine had social problems felt to contribute
to their illness, and 36 had social problems that had to
be taken into account when planning their management.
Of these, seven and 25 respectively had problems in the
family, and two and six respectively had housing
problems.

This evidence strongly suggests that there is a need for
further research into the relationship between social
stress and disease. It will also be necessary to study how
general practitioners-recognize and manage such prob¬
lems. These topics will prove an important component
for training in general practice.
The study of these influences on medical care in

general practice is in its early stages and requires the
development of a descriptive epidemiology of family
and social problems. This in its turn requires the
development of some system of definition and classifi¬
cation, that is, a taxonomy.
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The development of taxonomies for medical care

becomes more difficult as progress is made from the
clearly and easily defined descriptions of pathology,
toward the less precise work of general practice (and
therefore all medical care). Thus, fixed pathology, for
example, carcinoma of the bronchus or lobar pneu¬
monia, can be described on a two-point scale: present or

absent. The positive statement is not only precisely
descriptive but highly predictive.
Other diseases, however, represent varying degrees of

departure from normal and. "statements about their
presence depend on the establishment of normal limits,
for example, blood pressure or blood sugar. To
understand the significance of a label based on such
changes, it is first necessary to know how 'normal'
limits have been defined. Similarly, such statements are

less predictive. At the level where the patient's 'dis-ease'
can be expressed only in symptomatic terms the
difficulties arise from two related circumstances. First,
the description of the symptoms is unlikely to be
supported by objective evidence (if it were, the clinical
situation could probably be described in 'diagnostic'
terms). Secondly, the phenomena requiring description
depend on both the patient's and the doctor's
interpretation. There are thus two steps between the
sensation experienced by the woman who described it as
"a pain in th'uggins" and the doctor's entry in his
notes of "bilateral sacroiliac pain" (Byrne, 1968). With
the passage of time and the soliciting of the opinions of
others, the perception, and therefore the expression,
changes: the description is not stable. The same

situation may be described differently by both patient
and doctor at the next visit. 'Social problems' provide
even more severe difficulties since they combine the
absence of well defined 'limits of normal' and the
vulnerability to re-interpretation and altered per¬
ception.
These difficulties are compounded by the fact that, in

the 'pressure cooker' of the modern nuclear family,
such problems do not usually exist in single, pure forms.
(The alcoholic husband, the frigid wife, and the
delinquent child form a cluster of active problems, any
one of which may be predominant this week and
unimportant next week, which probably cannot, like
cough, phlegm, and dyspnoea, be re-expressed at a

deeper level by a single description).
In terms of the continuum from 'normal' to

'abnormal' it can be said that social stress is not only a

universal experience but a necessary stimulus. It is not
therefore the stress that is the doctor's target for
intervention, but his patient's inability to cope with it.
To recognize this in the description of the 'dis-ease'
poses yet another difficulty. On the one hand, there is a
need to develop a system describing the incidence,
prevalence, and natural history of family and social
'dis-ease'. On the other hand a series of preliminary
studies will have to be done to determine what sort of
family and social problems general practitioners recog¬
nize, how frequently they recognize them, and how

useful the descriptions are (that is, stable and pre¬
dictive).

Aims

The questions which this study set out to answer were:

1. In what proportion of their patients do general
practitioners know of 'family problems'?
2. In what proportion of those patients who are known
to have family problems does the doctor feel (regardless
of the weight of the evidence) that the problem has
contributed to the 'dis-ease', and/or complicated its
management?
3. To what extent are family problems recognizable as

single entities, and what proportion of patients are beset
by clusters of problems?
4. To what extent do doctors feel able to describe their
patients' problems in pre-defined terms, or to what
extent are rigid descriptive categories unacceptable?
5. Does this crude survey of the prevalence, among
people consulting, of family problems by type of
problem provide any information which would help in
planning vocational training and continuing education?
6. Would any information obtained support the thesis
that requests for home visits out of normal visiting
hours which turn out to be 'medically unnecessary' are

cries for help for family and social problems?

Method

The Annual Spring Meeting of the Royal College of
General Practitioners, held in Sheffield in April 1976,
provided an opportunity for such a preliminary study.
One hundred and twenty doctors had given notice of
their intention to attend the symposium held the day
before the AGM. Accordingly, it was decided to ask all
doctors attending to collect some information about the
prevalence of family problems among their patients,
which would be analysed, at any rate superficially, fast
enough to provide them with 'feedback' to inform the
discussion period of the symposium.
There was no opportunity to hold meetings or

provide precise and complicated instructions before
circulating the data collection sheets: it was clear,
therefore, that the study could offer only crude and
incomplete answers to some simple but important
questions, and could not constitute more than a

feasibility study. I am reporting the results only to
stimulate discussion and, I hope, to encourage general
practitioners to research the subject further.

Limitations
1. The data collection time was short and variable.
Participating doctors were not asked about their list
sizes or partnership arrangements. Denominators could
not therefore be calculated, and the prevalence of
family problems in their practice populations could not
be measured.
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Figure 1. Distribution of recognition rates among participating doctors.

2. Doctors were not asked for any information about
themselves, so recognition rates could not be compared
for different doctors.
3. Doctors were not asked to indicate whether the
problems recorded centred on, or were incidental to, the
patients seen and the problem recognized.
4. Doctors were not asked to estimate social class or

record occupations (to enhance the response rate and
rapid analysis on the single day), so no light could be
shed on the distribution of problems by social class, or

on the ability of doctors to recognize family problems in
different social classes.

Forms
All doctors signifying their intention of attending the
symposium were sent an explanatory letter and data
collection forms for surgery attendances and home
visits which arrived one week before the symposium.
(That week included the Easter Bank Holiday and
therefore limited the opportunities for case collection).
The questionnaire was designed to answer the

questions 1 to 6 above. Some guidance was given about
the definition of problems, but this was deliberately not
made so precise as to be restrictive.
Coded pro formas were designed to transfer data

from the data collection forms to edge-punched Cope
Chat cards for rapid, low technology analysis during the
day of the symposium.

Results

Forty-five doctors out of 115 attending the symposium
handed in data collection forms. The number of
patients seen varied from 200 to 22 in the surgery (mean
111), from 73 to 3 at home (mean 28), and in total from
264 to 22 (mean 138).
The recognition rate of patients with one or more

problems ranged from 32/100 to 1/100 consultations at
the surgery (mean ten per cent) and 35/100 to 0/100
consultations at home (mean 11 per cent); a mean total
rate of 12/100 consultations. Figure 1 shows the
distribution of recognition rates and suggests that there
are two types of general practitioner, one with much
higher recognition rates than the other.
The rate of problems per patient was low: eight

patients had more than four problems; 22 patients had
three; 98 patients had two; and 402 patients had only
one problem written down. The recording of multiple
problems was so low that any attempt to analyse
clusters of problems was abandoned. Table 1 shows this
distribution by age and sex of the patients consulting.
The types of problems recorded by age and sex are

shown in Table 2. The use of the residual categories
(other marital, 19 per cent; other parent-child, five per
cent; other older generation, 23 per cent; other general
social problem, 33 per cent; other unspecified, ten per
cent) suggests that the participating doctors felt over-

constrained by the categories and definitions offered.
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Almost half the family problems recognized by the
doctors were marital. The distribution of the types of
problem noted by age and sex is shown in Table 3. In
view of the limitations of the methodology, it is
important that this is not taken to be a firm statement of
the pattern of marital problems in the population. It is,
however, interesting to note that the commonest marital
problems were overtly sexual: is it that patients or

doctors recognize these as more 'medical' than other
marital problems?

There were not enough people with clusters of
problems to attempt a detailed analysis to see whether
there were any strong associations between one problem
and another. There were interesting apparent associ¬
ations, which did not reach statistical significance,
between alcoholism and non-sexual relationship prob¬
lems with unemployment and fear of unemployment.
There was also an interesting association (Table 4)
between sexual problems and housing difficulties
(overcrowding, lack of privacy, and the 'Thin Wall
Syndrome' presumably).
The information collected on parent-child problems

(the second most common) shows that the categories
were not appropriate (parent-child discipline problems,
32 per cent; child-society problems, i.e. delinquency,
ten per cent, and 'other', 58 per cent). Data about

problems with the older generation (grandparents, in-
laws, etc.) suggested that the older generation living
with the family caused problems to both sexes and all
ages, whereas old people being dependent did not
become a problem until the patients themselves were in
their sixties. Social problems were concerned largely
with unemployment, or fear of it (41 per cent), and
housing (33 per cent).

Obviously, the better the doctor knows his patient,
the more likely he is to recognize family problems.
Table 5 shows that there was an association between
recognition rate of up to three problems and the length
of time the patient had been on the doctor's list. Above
four problems, however, the association does not

appear to continue, but there were very few people with
four or more problems.
The extent to which the doctors felt that the family

problems contributed to the patient's disease and the
extent to which they complicated management is shown
in Table 6.
There were too few out-of-hours calls for home visits

(two per cent of all home visits, 0-3 per cent of all
consultations) to be able to analyse whether there was

an excess of social problems known to the doctor in
calls he felt to be unnecessary on medical grounds. Out
of 19 out-of-hours visits, 14 were 'medically necessary'.
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Table 3. Marital problems by type, age, and sex.

Age group and sex

0-15 16-20 21-30 31-50 51-60 61 +

Job .unemployment/fearof
Job .unsocial hours
Legal
Housing

3
1
4
7

7
2
2
3

3
3

3
1

1
2
2
4
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COLLEGE
ACCOMMODATION
Charges for college accommodation are reduced
for members (i.e. fellows, members and associ-
ates). Members of overseas colleges are welcome
when rooms are available. All charges for accom-
modation include breakfast and are subject to
VAT. A service charge of 12i per cent is added.
Members are reminded that children under the age
of 12 years cannot be admitted and dogs are not
allowed. Residents are asked to arrive before
18.30 hours to take up their reservations.
From I January 1977, charges are:

Members Others
Single room £5 £9
Double room £9 £14
Flat I £11 £14

(£70 per week) (£90 per week)
Flat 3 £12 £15

(£75 per week) (£95 per week)

Charges are also reduced for members hiring re-
ception rooms compared with outside organisations
which apply to hold meetings at the College. All
hirings are subject to approval and VAT is added.

Members Others
Long room £30 £40
Damask room £20 £30
Common room and
terrace £20 £30
Kitchen - £10
Dining room £10 £10

Enquiries should be addressed to:

The Accommodation Secretary,
The Royal College of General Practitioners,

14 Princes Gate, Hyde Park,
London SW7 1PU.
Tel: 01-584 6262

Whenever possible bookings should be made well
in advance and in writing. Telephone bookings
can be accepted only between 9.30 hours and
17.30 hours on Mondays to Fridays. Outside these
hours, an Autophone service is available.

Of the five that were unnecessary, three were to patients
where there was parent-child conflict.

Discussion

This was an 'experiment of opportunity' which,
incidentally, demonstrated the willingness of over one
third of the attending doctors to collect data for a short
period providing the conditions were not too rigorous.
It should also be noted that the non-collectors included
a significant number of doctors not in general practice.
Its main weaknesses have been described.
Given these important limitations (which will have to

be overcome in further studies), the study does show
that in 12 per cent of these consultations a family
problem was known to the doctor; that where such a
problem was known, in 51 per cent of cases it
contributed to the 'dis-ease', and in 60 per cent it
affected the doctor's plan of management.

These findings have important educational impli-
cations: how good are general practitioners (or all
doctors, for that matter) at recognizing family prob-
lems, and how good are they at making plans for the
patient's care which are appropriate in the family
circumstances they have recognized? To be able to teach
students and trainees to recognize and manage the
patient with family problems, it is necessary to be able
to collect information, identify cohorts, particularly for
project teaching, and develop records which will allow
audit.
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