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A medical history usually includes a family his­
tory of disorders believed to be hereditary and 
a social history of circumstances that may affect 
patient care. Textbooks of medical interviewing 
suggest including mental disorders among those 
probably genetic disorders elicited in the family 
history. Genetic analysis of bipolar affective disor­
der (depressive illness) implies dominant transmis­
sion, whereas unipolar affective disorder (depres­
sion) seems to be pseudorecessive.1 Schulsinger’s 
study2 of 10- to 20-year-old children of schizo­
phrenic mothers indicates that their risk of schizo­
phrenia is about eight times greater than that of 
matched control children. These children are also 
at increased risk for suicide or schizoid personality
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disorder. The prevalence of anxiety disorder is 
about 5 percent in the general population and 49 
percent in the children of anxiety neurotics.3 Twin 
studies have demonstrated a high concordance for 
obsessive-compulsive disorder.4

Not only are mental disorders important for ge­
netic reasons, but the mental health of family 
members is also a significant part of the social en­
vironment, especially for the child or adolescent 
patient. Two thirds of children aged 5 to 15 years 
whose parents had an affective disorder (depres­
sion or mania) have been found to be depressed.5 
Children of depressed parents have also been 
found to have significant anxiety, conduct prob­
lems, and impulsivity or hyperactivity.6 It has 
been documented that primary care physicians 
failed to diagnose about 50 percent of patients with 
depression or other mental disorder when evalua­
ting them in a medical setting.7 It is possible that a 
large number of physicians who care for children 
do not obtain family history data, which would 
provide an index of risk for either mental disorder 
in children or a compromised family environment.
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Methods
An anonymous survey was conducted regarding 

the evaluation of children in medical practice. I he 
survey was sent to 180 randomly selected mem­
bers of the Washington chapter of the American 
Academy of Family Physicians, all 41 family prac­
tice residents in 2 Seattle programs, 200 randomly 
selected American members of the North Pacific 
Pediatric Society, and all 51 University of Wash­
ington pediatric house officers. The focus of this 
report is the following question about taking fam­
ily history: “ When taking a family medical/social 
history, do you routinely inquire about mental dis­
orders, including depression, anxiety, suicide, and 
alcoholism?" The 12 answers of "usually or 
“ most of the time" were included as “ yes." The 
two answers of “ in adult patients only" were 
counted as “ no."

Results
Of the 472 questionnaires sent, 51.5 percent 

were returned. Family physicians constituted 41.7 
percent of the respondents, and pediatricians,
58.3 percent of the respondents. Family history of 
mental disorder was reported to be obtained by
50.4 percent of the respondents and omitted by 
49.6 percent of the respondents. Sex, population 
in practice location, and whether in residency or 
in practice yielded no significant differences. 
Family physicians obtained family histories signif­
icantly more often than pediatricians (x2i = 19.43, 
P < .001). Whereas 67 percent of family physicians 
responded that they routinely inquire about mental 
disorders, 36 percent of pediatricians responded 
that they do so. When controlling for the specialty 
of the physician, age was a factor. The disparity 
between family physicians and pediatricians was 
greater for physicians aged 40 years or younger 
(Figure 1). There was no significant difference in 
the responses of family physicians and pediatri­
cians aged 41 years and older. Responses did not 
differ by the number of years in practice. Physi­
cians who provide office visits for psychosocial 
counseling were significantly more likely to in­
quire about family psychiatric history (x2i = 8.80, 
P < .005). About 80 percent of both pediatricians 
and family physicians said that they provide some 
psychosocial counseling. There was no relation­

ship between taking a family history and providing 
counseling about specific medical issues including 
compliance with medical recommendations.

Discussion
Questionnaires were completed anonymously 

to enhance the candor of responses. Also, embed­
ding the family history question in a survey of 
other pediatric practices decreased the risk of sig­
nificant response bias.

Nearly one half of the respondents reported that 
they fail to obtain a family history of common psy­
chiatric disorders in routine medical examinations. 
Given the importance of family history, these re­
sults raised questions as to possible reasons for 
its omission from the interview. Nielsen and Wil­
liams' observed that details believed to be unim­
portant to medical evaluation are commonly ex­
cluded from the interview. Some respondents may
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have lacked role models in their formal education 
who inquired about family psychiatric history. It is 
possible that textbook recommendations are over­
looked or forgotten if they are not validated 
through the performance of attending physicians 
or peers. One comment about embarrassment sug­
gested that the cultural taboo surrounding mental 
illness might affect some physicians’ ability to 
conduct a comprehensive medical interview. Just 
as certain issues of sexuality and death have been 
avoided by some physicians, inquiry about mental 
disorders, including alcoholism, may also trigger 
inhibitions and a sense of personal threat, especial­
ly if physicians have had a similar disorder in 
themselves or in a family member. Greater psy­
chosocial interest of physicians who take family 
histories was indicated by the positive relationship 
between family history taking and provision of 
psychosocial counseling.

When compared with pediatricians, the greater 
tendency of family physicians to take histories is 
noteworthy. Training or selection factors may ac­
count for this difference. The difference in history 
taking between younger family physicians and pe­
diatricians may have been accentuated by the in­
creasing availability of family practice residencies 
in the 1970s. Physicians aged over 40 years who 
are categorized as family physicians most likely 
did not have a family practice residency. Family 
practice residencies have characteristically en­
couraged a focus on the whole family of the identi­
fied patient. Also, they frequently have included 
curriculum on the diagnosis and limited manage­
ment of common mental disorders in their educa­
tional programs. These findings suggest that the 
recent emphasis in teaching about psychosocial 
concerns in family medicine is affecting physician 
performance.

Inquiry about family history of mental disorder 
provides more than information about risks and 
stresses facing patients; it also sets the stage for 
open discussion of issues about which the patient 
may be reticent. Furthermore, such an inquiry can 
provide comfort to affected families and individu­
als when their physicians demonstrate acceptance 
of mental disorders as warranting their routine 
consideration.

Findings from the study suggest a need to make 
a more concerted effort to teach the importance of
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GYNECOMASTIA AND THEOPHYLLINE

family history of mental disorders in comprehen­
sive care.
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Gynecomastia Associated With 
Theophylline

Kenneth R. Dardick, MD
Storrs, Connecticut

Gynecomastia is not rare; it is reported to occur 
in 60 to 70 percent of normal boys during puberty 
and 30 percent of asymptomatic adult men, with 
increasing frequency as men become older. Carl­
son’s recent review1 of the subject also lists many 
other pathological mechanisms that may cause 
gynecomastia (hypogonadism, neoplasms, refeed­
ing after starvation, cirrhosis, hyperthyroidism, 
breast cancer). The condition may also be induced 
by various drugs.

When drug related, gynecomastia usually devel­
ops suddenly after the initiation of therapy and 
often abates when the drug is discontinued. This

From  th e  D e p a rtm e n t o f M e d ic in e , S ch oo l o f M ed ic in e , 
U n ivers ity  o f C onnecticu t, F a rm in g to n , C onnecticut. R e­
quests fo r reprin ts  should  be addressed  to  Dr. K enneth  R. 
Dardick, M a n s fie ld  Professional Park, S torrs , C T 06268.

report will describe a patient who developed gyne­
comastia while taking a drug not previously known 
to cause this problem—theophylline.

Case Report
A 61-year-old man with asthma of many years’ 

duration was given theophylline (Theo-Dur) for 
the first time in 200-mg time-release tablets, which 
were taken every 8 to 12 hours. Pharmacy records 
indicate that the prescription for 100 tablets was 
refilled about once a month for six months.

The patient developed unilateral gynecomastia 
one to two months after starting therapy. He was 
continued on the drug for four months, as the 
theophylline was not considered to cause the gyn-

1984 A p p le to n -C en tu ry -C ro fts

THE J O U R N A L  OF F A M IL Y  PRACTICE, V O L. 18, N O . 1: 141 -142, 1984 141


