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SUMMARY In order to determine the feasibility of family
record cards in general practice a research secretary created
cards for 1825 households from a practice of 10 600 pa-
tients. The capital cost was £108 and the time taken by the
secretary was 1638 hours, which is equivalent to a wage
of £1330 for a maximum grade secretary, assuming a 70%
rebate paid by the family practitioner committee. Approx-
imately six and a half hours of receptionist/secretarial time
are needed each week to maintain the system. The doctors
spent a mean of three minutes checking and completing the
initial update of each card.

Before the cards were introduced, most information about
families was held in the doctors' heads, and little was writ-
ten in the records even though the doctors considered family
information relevant in 33% of consultations. After the in-
troduction of family record cards the doctors had access to
reasonably complete information about the family at 98%
of consultations and the cards were used at 95% of con-
sultations. The doctors believed the information was useful
for establishing rapport, identifying patients' concerns, ob-
taining relevant history, forming diagnostic hypotheses and
managing the present complaint. Trainees and locums found
the cards more useful than principals.

Introduction
IT has always been accepted that family factors influence the

illness of patients, but in recent years family therapy' has
highlighted the interactions between the patient and his family
and pointed to the fact that the family can frequently provide
the key to understanding the patient's illness and implementing
management plans.2'3 In general practice doctors talk about
knowing their patients and their families, together with their
social backgrounds, but seldom take routine family histories.
A suitable definition of family which covers most current forms
of family pattern is a group of two or more people often but
not necessarily related by blood, marriage or adoption with a
commitment to live with or care for one another over time.

There is increased emphasis on the relevance of the family"
but there is evidence that doctors keep only a small amount of
information about each family in their heads and that records
are inadequate?-9 Knowledge of the rest of the family is impor-
tant if general practitioners are to understand and help individual
patients.'-'5 Traditionally general practitioners have acquired
their knowledge of families in an informal way over a period
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of time. A formal and positive method is needed so that impor-
tant information about the family is acquired, recorded and
made available to other members of the primary care team.
Some practices have attempted to solve the problem by fami-

ly filing and by making the whole family's notes available at
all consultations.'6 However, several record envelopes or A4
folders on the desk at the same time tend to be ignored.
Kuenssberg'7 created a family book which was useful for
research but could not be available for every consultation in a
partnership. In the USA some practices have created family
record cards which incorporate a family tree and a list of fami-
ly problems but not all of them include a record of continuing
patient contacts from day to day and their value has not been
assessed. 18-20 Patient questionnaires completed on registration
with the practice2' can be used as a starting point but these
have their limitations. They will often be absent from children's
notes and it is not easy to ensure that they are updated.

In an attempt to make the recording process simpler, more
convenient and more comprehensive a family record card was
designed for use in the National Health Service. Continuation
sheets can be added as necessary. The card fits the standard
medical record envelope and can be enlarged to suit A4 records.
It is based on households and allows for different family pat-
terns, for example nuclear, extended, single parent or step-
families. The card provides the dates of birth and death of
children, parents and grandparents; major problems and past
history in physical, psychological and social terms of all members
of the household; major illnesses and causes of death of three
generations; the occupation and continuing health of members
of the household; and occasional comments on the dynamics
of the family.
The cards were made available to all doctors and health visitors

for all consultations. Doctors also had access to the files for
emergencies outside surgery hours.

This paper evaluates the cost and time involved in creating
and maintaining family record cards in a general practice. An
assessment is made of the value of the cards to the doctors and
the patients; the extent to which patients think information about
the family is relevant to their health care; the extent of doctors'
knowledge of the families before the introduction of the cards;
the doctors' opinion of the value and relevance of family
knowledge, before and after their introduction; the completeness
of the information on the cards; and the use made of the cards
after their introduction.

Method
The study was carried out in 1984/85 in a teaching practice of
10 600 patients with four full-time doctors, two part-time doc-
tors and a vocational trainee doctor.
The family record cards have three parts: a family tree of at

least three generations; a list of current and past problems of
household members together with space for details of the ex-
tended family; and a record of every contact between any
member of the family and any doctor in the practice.

Feasibility offamily record cards
Administration. The format of the card and the abbreviations
used were agreed by the partners. A research secretary, who is
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a state registered nurse (J.M.), created the family tree and com-
pleted the list of current problems and past history. The cards
were created for families in which two or more members lived
in the same household - married couples with no resident
children were not included. The information was obtained from
problem-oriented notes which often included a questionnaire
completed by most patients on registering with the practice.22
Newly created record cards were marked with a metal tag and
when a tagged card was presented to the doctor, the medical
record envelopes of all the family were also presented. The card
was completed with the help of a member of the household and
the tag was not removed until the doctor had had an oppor-
tunity to correct and complete the information. Subsequently,
the card was presented to the doctor at every doctor-patient con-
tact and the doctor was responsible for entering the nature of
the complaint or problem and the date on the continuation sheet.

Assessment. A record was kept of the time taken by the research
secretary to create the cards and a note was made of the capital
costs and the time taken by each receptionist to collect 12 cards.

Eighteen months after the start of the scheme the percentage
of cards from which the metal tag had been removed was deter-
mined and an audit was made of 100 consultations to check
whether the family record card was made available to the doctor.

Doctors were asked to estimate the approximate time required
to make the initial update of the card and an estimate was also
made of the time required each week by the secretary to keep
the system updated.

Usefulness offamily record cards

Before the introduction offamily record cards. A medical stu-
dent scrutinized the medical record envelopes of 50 families and
summarized the information recorded about these families. The
five doctors of these families were asked what further informa-
tion about the families they remembered. At the same time the
records of 50 families were examined and a note was made of
standard information which was available from the records or
from the doctor's memory.

Five doctors were interviewed by N.I. at the end of a surgery
and asked about 173 randomly selected patients they had seen
during that surgery. He ascertained whether a family factor was
considered to be relevant to the consultation. He also determined
whether the family factor had been identified for the first time
at that consultation.

Five doctors were asked to record whether they considered pre-
recorded information about the family might have been useful
after each of 10 consultations.
An attempt was made to discover whether patients thought

that information about family matters was relevant to their care.
One hundred patients were asked to complete a questionnaire
asking about the relevance of 14 items of information about
themselves and the health of their families, including their past
marital history and the health of their parents.

After the introduction offamily record cards. One hundred fami-
ly record cards were scrutinized by the research secretary for an
estimate of the completeness of family information recorded on
the cards.

In the audit of 100 consultations to determine in what pro-
portion of consultations doctors were presented with family
record cards, the proportion of consultations in which the doc-
tors made an entry on the card was also determined. If an entry
was made this was taken as an indication that the card was us-
ed and possibly valued.
At the end of a consulting session the research secretary ask-

ed the seven doctors to complete a questionnaire about the 203
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patients they had just seen and for whom family record cards
were available. The questions asked about the usefulness of the
cards to the doctors.

Results

Feasibility offamily record cards
The research secretary identified 1825 households and created
cards for them - this took 1638 hours. If this task was carried
out by a maximum grade secretary earning £2.70 an hour, assum-
ing 70!70 reimbursement of the salary was paid, the cost to the
practice would be £1330. The capital cost of the cards was £108
and the annual maintenance would cost about £600. It took the
receptionists a mean of 2 minutes 45 seconds to collect 12 cards.
The doctors saw a mean of 603 patients each week and therefore
the receptionists would spend 2 hours 18 minutes collecting
records and a similar time refiling them.

Eighteen months after the start of the scheme 15% of the cards
were still tagged and thus were regarded as incomplete by the
doctor. However, some of the cards had only just been created.
Cards were presented to the doctors in 98% of possible
doctor-patient contacts.

Doctors spent approximately three minutes on average mak-
ing the initial update of each card and it was estimated that it
would take the secretary two hours each week to keep the system
updated.

Usefulness offamily record cards
Before the introduction offamily record cards. It was found that
one doctor did not recall any additional information about the
50 families in question. The remaining four doctors remembered
information which they had not recorded in the notes for 36
out of the 50 families. Some of this information was important,
for example, marital problems or divorce and conditions such
as subarachnoid haemorrhage or termination of pregnancy.
The following standard information was available from the

records of the 50 families examined or from the doctor's memory:
marital status in 16Gb of cases, children mentioned in 2% of
men's notes, children mentioned in 70% of women's notes (main-
ly obstetric records) and grandparent's health or death mentioned
in 36% of cases.
The five doctors' opinions as to the relevance of family fac-

tors in 173 randomly selected consultations were as follows: in
58 consultations (34%) family factors were thought to be rele-
vant, in 47 (27%7) they were thought to be irrelevant and in 68
(39%o) they had not been considered. In 19 consultations (11%)
new family factors were identified.
From the five doctors asked whether pre-recorded informa-

tion might have been useful after 10 consultations it was found
that in 26 of the 50 consultations the doctors thought that such
information about the family might have been useful.
The results of the questionnaire given to 100 patients asking

them how relevant and important they thought information
about themselves and the health of their families might be to
their care are shown in Table 1.

Table 1. Patients' opinions about the relevance of items of
information to their care (percentage of patients, n = 100).

Item of Very
information important Important Relevant Irrelevant

Health of rest of
household 38 33 26 3

Past marital history 18 21 34 27
Parents' health 17 33 35 15
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Table 2. Helpfulness of family record cards at different stages during 203 consultations for different doctors and the number of occasions
on which the different sections of the card were considered helpful.

Number (%) of consultations Number of occasions when section helpful

Trainees and
Family record cards Principals (145 locums (58 Total (203 Family tree Problem list Consultation
helpful consultations) consultations) consultations) pattern

In establishing rapport 18 (12) 29 (50) 57 (28) 48 13 4
In identifying patients'
concerns 25 (17) 20 (34) 42 (22) 4 22 24

In obtaining relevant
history 15 (10) 19 (33) 34 (17) 8 30 13

In forming diagnostic
hypotheses 16 (11) 22 (38) 38 (18) 9 21 10

In management of present
complaint 15 (10) 19 (33) 34 (17) 5 16 16

In management of
previous problems 7 (5) 6 (10) 13 (6) 0 10 6

In health promotion 8 (5) 6 (10) 14 (7) 2 8 4

After the introduction offamily record cards. From the examina-
tion of 100 family record cards it was found that the informa-
tion concerning spouses and children was reasonably complete.
Information about four grandparents was available on 42 cards,
about three on five cards, about two on 10 cards and about one
on 15 cards. On 28 cards no information about grandparents
was available.
The audit of 100 consultations showing that receptionists

presented doctors with family record cards on 98% of occasions
also showed that 95% of the cards presented had an entry made
by the relevant doctor.
The seven doctors completed questionnaires about the 203 pa-

tients they had just seen in a consulting session. In 119 consulta-
tions (590/0) the doctor looked at the family record card before
the consultation, on 19 occasions (9%o) the card was looked at
during the consultation, on 15 occasions (7%o) it was looked at
after the consultation, on 25 occasions (12%) the card was not
looked at at all and for 25 consultations (120/o) the doctor did
not respond. The helpfulness of the family record card at dif-
ferent stages of the consultation and for different doctors is
shown in Table 2. Family record cards appeared to be of more
help in the consultations of trainees and locums than in those
of principals. The doctors also specified the ways in which the
different sections of the family record cards were most useful
(Table 2).
Of the 203 consultations knowledge gleaned from the family

record card was considered to have definitely changed the course
of the consultation or the management plan in 45 (22%o) cases
and probably in a further 18 (9%o) cases. This was the case for
more trainees and locums (48 consultations) than partners (15
consultations).
When the doctors were questioned about the 203 patients it

was found that one partner had withheld information from two
cards because it was thought to be too confidential to record.
In addition one item was wrongly inserted and five were thought
to be incomplete.

Discussion
The time and cost of introducing family cards has been
documented. Time is a particularly important resource in general
practice. It was estimated that the doctors spent between one
and five minutes during a consultation making the initial up-
date and amendment of each card. While the doctors showed
great commitment to the scheme, this is a considerable
cumulative burden for general practitioners who are already

under pressure. The priority given by general practitioners to
a family approach to patient care will determine whether time
will be found for the creation and maintenance of the cards.

It is evident that relevant information about families was
highly valued by the participating doctors. Before the cards were
introduced the doctors estimated that they would be helpful in
up to 50% of cases. These estimates were found to be justified;
the cards contributed to many aspects of the consultation and
provided information which altered the course of the consulta-
tion in as many as 22% of consultations and probably in a fur-
ther 9'0o. Although the doctors were committed to the project
it is still significant that the cards were used in a high propor-
tion of consultations - entries were made on 95%o of occasions,
although the doctors claimed not to have looked at the cards
on 12%o of occasions
The replies to the doctors' questionnaire show that each of

the three sections of the card were useful and that the cards make
a valuable contribution to many different aspects of the con-
sultation. In assessing the results of the questionnaires the sub-
jectiveness of individual doctors' judgements must be taken in-
to account. Table 2 shows the different value attached to family
record cards by different doctors and in particular the difference
in response of principals and locums and trainees. This difference
is understandable and indicates the potential value of family
cards in training practices.
Of the many examples which could be given demonstrating

the direct value of the family record cards in consultations, the
following is typical: a mother was consulting one doctor about
a disease resembling ulcerative colitis, while her 18-year-old son
was consulting another doctor about persistent diarrhoea- the
connection did not become apparent to either doctor until the
introduction of family record cards.

Family record cards may create ethical problems. The initial
collection of information about the current family presents lit-
tle difficulty. The informant can also be asked about his or her
family or origin, but asking about the spouse's family or origin
is more difficult and inaccurate information may be obtained.
It is the policy of one doctor in the practice (P.T.) to share the
information on problem cards with most patients23 and this
agrees with current trends towards greater access to informa-
tion. However, it would not be ethical to show the family record
card to individuals as it might contain information about other
family members of which they were unaware.
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The most important finding of the study was that family
record cards were considered to make a significant contribution
in about 30% of consultations. In addition the majority of pa-
tients questioned thought that family information was relevant
to their care.

There are strong arguments for the use of family record cards
in general practice and their value as research material could
also be exploited. Individual practices will want to weigh up the
costs against the benefits, but it seems likely that in future the
cards may be considered useful in non-teaching practices, and
essential in teaching practices. This practice will continue to
maintain and use the cards.
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A comIplete MotorUinIg Package Ifrom MIA
The main features of our schemes are as follows:-
MOTOR INSURANCE MOBILITY INSURANCE
Our scheme discount is now increased to St. Christopher Motorists' Security Assn. are
25% in addition to existing 'no claim' bonus, leaders in this field. Through them for a
and there is no extra charge for business use modest annual premium we have arranged3 _ by spouses, partners, assistants and locums. cover against loss of licence for any reason.Unlimited windscreen cover without loss of Also covered are hire car costs, personal
,no claim' bonus on comprehensive policies. injury whilst driving, damage to your car etc.
FREE-CONTINENTAL MOTORING FINANCE
A free green card is now available for a maxi- To satisfy the considerable demand formum of 30 days in any one insurance year finance facilities for new car purchase, very(saving up to £23), for members of our special competitive interest rates indeed have beenRed Star Motor Policies scheme arranged with compnetitiv stratesh indedia hiavce been
_Lloyds. ~~~~~~~~~~~arrangedwith British Medical Finance Ltd.

LEGAL PROTECTION UP TO £25,00 To find out more about these schemes
PER ACCIDENT please tick the relevant box (boxes) and
For only £5 p.a. per vehicle insured with us, return the completed coupon to us.
this covers legal costs in the UK, and for No postage stamp is needed if you use
Continental motoring. the FREEPOST address.

1;;;a rMEDICALINSURANCEAGENCY UMITED
Over 75 years professional insurance expertise. Branches throughout the UK.

* To the Medical Insurance Agency Ltd, FREEPOST,
* Holborn Hall, 100 Gray's Inn Road, London WC1X 8BR. Telephone: 01-404 4470 BLOCK LETTERS PLEASE

A Please send details of the Name (Dr, Mr, Mrs, Miss)

* items have ticked.*Motor Insurance ........... ] Address

Legal ............ __(FIM IRA I Mobility .....

Finance.w...........
Renewal date of present policy ________ Tel. No:
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