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Mendelian disorders, the application of
genetics in medicine has expanded to become
relevant to all areas of health care.1 With
evidence mounting that family history is a
risk factor for many common multifactorial
disorders,2 there is increasing focus on the
clinical utility of family history for identifying
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ABSTRACT

Objective:  To retrospectively review the frequency and adequacy of family histories 
recorded from patients admitted to a short-stay medical unit in a tertiary teaching hospital.
Design, setting and patients:  A formal audit of the medical records of 300 randomly 
selected patients who were admitted to the Royal Perth Hospital short-stay medical unit 
between July and December 2007.

 outcome measure:  Proportion of patient records with family history documents.
lts:  Of the 300 patient records, 48 (16.0%) contained a family history with specific 
ils about the presence or absence of a medical condition in at least one relative. 
all, 221 records (73.7%) had no family history documented. There was a trend 
rds more frequent and detailed family histories being recorded from younger 
nts and those presenting with chest pain.
lusions:  Family history was seldom documented in patients admitted to a short-

stay medical unit in a tertiary teaching hospital. An increased focus on family history 
taking among acutely ill patients offers potential health gains for patients and their high-
risk relatives, particularly as preventive or risk-reducing health care strategies are 
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emerging for a growing number of heritable disorders.

For editorial comment, see pages 676 and 677
More is missed by not looking than by not
knowing.

Thomas McCrae, 1870–1935

n recent years, there has been a funda-
mental shift in medical genetics. From an
initial focus on chromosomal and rare

high-risk subgroups in the population.3

Family history has long been emphasised
in undergraduate medical training as a fun-
damental part of history taking.4 Although
the primary care setting is perhaps best
suited to assessing family history details,5

hospitalisation also offers opportunities to
identify heritable risk factors. For people
who seldom use primary care services, an
acute hospital admission may be their only
contact with health care professionals in
years. The hospitalisation of someone with
an undiagnosed Mendelian disorder may
also offer a rare diagnostic opportunity for
the patient and any high-risk relatives. For
example, an acute myocardial infarction in a
45-year-old man with previously unrecog-
nised familial hypercholesterolaemia repre-
sents an opportunity for diagnosis and
implementation of an effective long-term
health care management plan. For first-
degree relatives at highest risk, there is evi-
dence that characterisation of an inherited
disorder presenting as an acute illness is a
powerful stimulus for effective communica-
tion about the condition within the family.6

Studies have examined the benefits of a
detailed family history in the primary care
setting,7 but there has been no focus on the
potential opportunity to record a standard-
ised family history for hospitalised inpa-
tients. In the absence of published data on
the frequency or adequacy of family history
taking among adults admitted to hospital,
we retrospectively reviewed the family histo-
ries documented by medical staff for
patients admitted to the short-stay medical
unit (SSMU) in Royal Perth Hospital (RPH),
a major tertiary teaching hospital in Perth,
Western Australia.

METHODS
We undertook a formal audit of the medical
records of 300 patients admitted to the
SSMU between July and December 2007.
Fifty case notes of patients admitted each
month were randomly selected by one of us
(A R L). The SSMU accepts all patients pre-
senting to the emergency department who
are considered to require general medical
care, with a projected length of stay of 3
days or less. Most junior medical staff work-
ing in RPH are local graduates, who com-
pleted their undergraduate medical training
over the previous 5 years.

The details recorded from the case notes
were: age and sex, presenting complaints,
past medical history, and discharge diag-
noses. All family history details recorded by
emergency or SSMU staff were noted. Spe-
cific note was made of details recorded for
more than one generation of family mem-
bers. Family histories were categorised into
three broad groups (Box 1).

RESULTS

There were 1807 recorded admissions to the
SSMU during the 6-month study period.
The 300 patients (165 women, 135 men)
whose case notes were reviewed ranged in
age from 18 to 98 years (median age, 64

years). There were 92 patients aged < 50
years, 109 aged 50–74 years, and 99 aged
> 74 years. The patients’ presenting com-
plaints at admission are listed in Box 2.

Among the 300 case notes reviewed, 221
(73.7%) contained no comments to indicate
that family history had been considered,
which left about one in four cases in which
there was at least some documentation of

1 Family history categories

Family history with some specific details 
recorded

Comment about family history that included 
recorded details about the presence or 
absence of a medical condition in at least 
one relative (eg, “father T2DM”, “mother 
dead at 45 of stroke”)

Family history with summary information 
only

Family history was mentioned, but 
insufficient details recorded to allow others 
to assess the summary comment (eg, “family 
history nil”, “FHx of ischaemic heart 
disease”, “No FHx of hypertension”)

No family history recorded

No documentation available to indicate 
whether family history had been considered

T2DM = type 2 diabetes mellitus. FHx = family 
history. ◆
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family history during admission (Box 3). Of
the 300 patients, 48 (16.0%) had some
specific medical details documented about
at least one family member. A family tree
was not documented in any case notes, and
family history details of two generations of
family members were recorded for only five
patients.

Patient age appeared to influence the fre-
quency of a more detailed family history
being recorded, with a trend towards
increased documentation of family history
among younger patients (Box 4).

The highest level of family history docu-
mentation was found in the case notes of
patients presenting with chest pain, 47% of
which included some comment about fam-
ily history (Box 5). Of these 87 patients (32
men, 55 women; median age, 59 years), 29
(33.3%) had a comment recorded about the
presence or absence of ischaemic heart dis-
ease among relatives.

DISCUSSION
This retrospective survey found that family
history is seldom documented by medical
staff assessing acutely ill patients requiring
admission to the short-stay unit of a large
metropolitan teaching hospital. This was
despite each patient having been assessed by
a minimum of two doctors. The highest rate
of documented family history was found in
the case notes of patients presenting with
chest pain.

The reason for the better documentation
of family history among patients admitted
with chest pain is uncertain. Of potential
relevance, however, is the published out-
come of an earlier retrospective audit in the
same hospital of the rate of diagnosis of
familial hypercholesterolaemia among
patients presenting with cardiac-type chest
pain or for diagnostic coronary angiogra-
phy.8 This survey, conducted 4 years earlier,
identified comments about family history in
only 14% of cases. It is also noteworthy that
an RPH emergency department admission
sheet specifically for patients with chest pain
does not include a prompt to record family
history.

We considered whether our observation
of documented family history in only 26%
of cases is an Australian phenomenon. A
recent retrospective audit in the United
Kingdom of the quality of surgical clinical
notes identified family histories in 33% of
cases,9 only marginally higher than our find-
ings. As these are retrospective audits, we
also considered whether family history is
asked for but not documented in some
instances. A direct observational study in
the United States, which reviewed ambula-
tory patient visits to family physicians,
found that family history was discussed in
51% of new patient visits but only 22% of
visits with established patients.10 The study
also found that family histories were dis-
cussed less often when patients were unwell.
These findings are in keeping with the low
rate of documented family history taking
that we identified.

In Clinical examination, a well established
textbook on clinical methods, Talley and
O’Connor make this recommendation:

Ask about any history of a similar illness
in the family. Inquire about the health
and, if relevant, the causes of death and

3 Frequency and quality of family histories recorded

300 patients

No family history recorded: 221 (73.7%) Some family history recorded: 79 (26.3%)

Summary family history: 31 (10.3%) Specific family history: 48 (16.0%)

Two generations recorded: 5 (1.7%)

2 Patients’ presenting complaints on 
admission to hospital*

Presentation category Patients

Neurological 88

Chest pain 87

Cough/shortness of breath 74

Fever 43

Nausea/vomiting/diarrhoea 27

Abdominal pain 26

Other localised pain 25

Palpitations 11

Dysuria 8

Leg swelling 7

Other 14

* Multiple presenting complaints were accepted 
for a single patient presentation. ◆

5 Quality of family histories recorded for all patients and 
those presenting with chest pain
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4 Quality of family histories recorded for all patients, by 
age group

< 50 50–74 > 74
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ages of death of the parents and siblings.
However, if there is any suggestion of an
hereditary disease a complete family
tree should be constructed.4

The extent of neglect in documentation of
family history that we have identified
prompted us to consider why this compo-
nent of the medical examination is so fre-
quently overlooked. It is possible that high
workloads may encourage medical staff to
abandon this component of the clinical
examination. Alternatively, it may reflect a
prevailing culture among medical staff of
focusing on acute issues and ignoring poten-
tial chronic or long-term health issues, par-
ticularly those of relatives, whom staff may
not consider to fall within the professional
duty of care expected of them. As there is a
predominance of local graduates among the
junior medical staff of RPH, it is possible
that our finding may simply reflect local
issues in the teaching of medical undergrad-
uates. In this respect, it is notable that
medical genetics is the youngest of the
medical specialties, and core capabilities in
genetics for Australian and New Zealand
medical graduates were first defined in
2008.11

Our study has some limitations. As this
was a retrospective audit, it was not possible
to assess the overall health gains that may
arise from routine consideration of family
history among acutely ill patients. It was
also not possible to identify cases in which a
family history was asked for but not docu-
mented in the notes. For these reasons, a
prospective study is needed to further assess
family history taking. As other areas of
history taking were not assessed, we were
unable to determine if the lack of family
history documentation was an isolated issue
or part of a more general problem with
history taking. Finally, as the survey was
restricted to patients admitted to the SSMU
at RPH, the findings may not be indicative of
the quality of documented family history for

patients admitted to other units in RPH or to
other Australian hospitals.

Family history is currently rarely consid-
ered by medical staff caring for acutely ill
patients in hospital. Beyond its role as a tool
for assessing genetic risk, many experienced
clinicians recognise that family history offers
an opportunity to gain further insight into
the social circumstances of individual
patients — a vital component of patient
care. As family history offers an increasing
range of opportunities for improved health
outcomes,12 any failure to routinely assess it
is a lost opportunity to improve the health of
those at increased risk of familial disease.

Consideration should also be given to the
potential benefits of developing and validat-
ing a family history questionnaire appropri-
ate for use among hospitalised patients, or
integrating medical genetics into the range
of specialist services available for medical
inpatients. The time has come for family
history taking to be returned to its rightful
place in routine clinical examination.
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