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Background: In the current environment of increasing health care efficiency, the benefits of patient self­
history questionnaires need to be fully explored. The utility and reliability of new-patient self-history 
questionnaires have been documented in the medical literature. This study investigates the prevalence of 
these patient self-history forms in primary care offices. 

Methods: A sample of primary care offices listed in the yellow pages by specialty were surveyed by 
telephone. Survey questions included the use of new-patient self-history questionnaires as well as other 
characteristics about the offices. Findings from offices using questionnaires were compared with findings 
from offices not using questionnaires. 

Results: Of 129 offices contacted by telephone, 116 (90 percent) responded. Of the 116 offices surveyed, 
53 percent were using new-patient self-history questionnaires. Offices using questionnaires had more 
patients in managed care (P = 0.028) and fewer patients insured by Medicare or Medicaid (P = 0.002). 
There were no significant differences in other office characteristics. 

Conclusions: This study shows that primary care offices underutilize new-patient self-history question­
naires. 0 Am Board Fam Pract 1998;11:23-7.) 

The use of patient self-history questionnaires 
dates back to at least 1949, when the Journal of the 
American Medical Association published "The Cor­
nell Medical Index: An Adjunct to Medical Inter­
view" by Brodman et aLl The researchers devel­
oped a 195-item questionnaire for new patients in 
primary care clinics and concluded that their 
questionnaire was useful because: 

.. .it collects for appraisal a large and com­
prehensive body of information about the pa­
tient's medical history at no expenditure of the 
physician's time; it facilitates interview by 
making available to the physician a prelimi­
nary survey of the patient's total medical 
problems; its data, being systematically 
arranged, are easier to review than those on 
conventional medical histories, and, by calling 
attention to the patient's symptoms and sig­
nificant items of past history, it assures that 
their investigation will not be overlooked be­
cause the physician lacked time to elicit them. 

Many patient self-history questionnaires have 
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since been created and modified to facilitate infor­
mation gathering. These questionnaires focus on 
a variety of ailments, specialties, and disease states, 
including functional status, depression, alcohol 
use, and initial primary care visits. Several studies 
have investigated the utility and reliability of pa­
tient self-histories for primary care. I-IS HalF 
stated his questionnaire helped him attain more 
information about patients, and it was well re­
ceived by the patients. Gumpel and Mason6 re­
ported that patients appreciated the question­
naires, additional valuable details were gathered, 
no administrative problems arose, and on subse­
quent visits the physicians could quickly discover 
relevant clinical details. Inui et al,9 in a controlled, 
prospective study, showed that primary care new­
patient self-history forms increase completeness 
of recorded data while consuming no additional 
physician time. Parkerson et al,14 Gilkison et al,4 
and Pecoraro et aP5 have all independently con­
firmed the reliability of new-patient self-history 
questionnaires. Brodman et all described several 
case studies in which the questionnaires led to di­
agnoses and treatments that were otherwise de­
layed or not made at all, particularly in patients 
with psychiatric diseases. Despite these data, re­
view of several medical interviewing textbooks re­
veals no mention of questionnaires. 16-24 

In the current environment of increasing 
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health care efficiency, the benefits of patient self­
history questionnaires need to be fully explored. 
The medical literature, in addition to the avail­
ability of these fonns, suggests that some self-his­
tory questionnaires are in use. Nevertheless, the 
absence of the questionnaires from medical inter­
viewing textbooks suggest that these fonns might 
be underutilized. Whether patient self-history 
forms are widely used in practice is undocu­
mented. This study hypothesizes that new-patient 
self-history questionnaires in primary care are 
underutilized, and it investigates factors associated 
with their use, such as practice types (solo or 
group practice), and payment types (health main­
tenance organization or preferred physician orga­
nization or Medicare or Medicaid). 

Methods 
A sample of Chicago primary care practices com­
prising all family practice and general internal 
medicine offices listed in the 1995 Chicago Amer­
itech Yellow Pages2S was surveyed by telephone. 
Alllnterviews were conducted by a 4th-year med­
ical student using a standardized questionnaire 
fonn. Questions addressed the percentage of pa­
tients in managed care, Medicare, or Medicaid (in 
Illinois at the time of the survey, neither Medicare 
nor Medicaid benefits could be used to buy into 
managed care insurance; however, Medicare re­
cipients could purchase supplemental coverage 
from managed care organizations), the number of 
physicians in the practice and their specialties 
(family practice, internal medicine, both family 
practice and internal medicine, or internal medi­
cine with subspecialists), the practice type (solo, 
group-single specialty, or group-multiple spe­
cialties), the amount of time allotted for patient 
visits, and whether the office used new-patient 
self-history questionnaires. 

A patient self-history questionnaire was de­
fined as a fonn given to the patient to answer spe­
cific personal medical questions about such issues 
as medications, allergies, medical history, family 
and social history, and review of systems. Fonns 
designed to collect demographic infonnation 
were explicitly excluded. If the office used new­
patient self-history questionnaires, then the re­
spondents were also asked the percentage of pa­
tients completing the questionnaire, how many 
years the questionnaire had been used, the pri­
mary purpose of the questionnaire, and any com-
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ments they had concerning their use. Finally, they 
were asked to submit a copy of the questionnaire. 

Data were analyzed using Exce1.26 Survey re­
sponse rate and prevalence of questionnaire use 
were calculated. The offices were divided into 
two groups-those that used new-patient self­
history questionnaires and those that did not­
and the characteristics of the two groups were 
compared. Two-tailed pooled t-tests were used to 
compare the percentage of patients in managed 
care, the percentage of patients in Medicare or 
Medicaid, the number of physicians working in 
the practices, and the number of minutes allotted 
for new and follow-up patient visits. Chi-squares 
were used to analyze the two groups by specialty 
and practice type. For specialty type, a two-by­
two chi-square was used because of the small 
sample of offices in which physicians practiced 
both family medicine and internal medicine and 
internal medicine and subspecialty medicine. Sig­
nificance was defined as P < 0.05. 

Results 
Of the 129 offices listed in the yellow pages, 116 
offices, representing 400 physicians, responded to 
the telephone survey for a response rate of 90 per­
cent. Not all 116 responding offices answered 
every survey question, however. Eighty-seven of-. 
fices reported the percentage of patients in man­
aged care, for a mean of 35.7 percent (SD 25.9 
percent). Eighty-six offices reported the percent­
age of patients covered by Medicare or Medicaid, 
for a mean of 42.4 percent (SD 25.9 percent). All 
116 offices reported the number of physicians 
working in their office, with a mean of 4.1 (SD 
11.2) physicians, and all 116 offices reported the 
specialty type: 37 offices (32 percent) were ex­
clusively family practice, 67 (58 percent) were 
exclusively internal medicine, 6 (5 percent) were a 
combination of family practice and internal medi­
cine, and 6 (5 percent) were internal medicine 
combined with subspecialties. One hundred thir­
teen offices reported practice type: 52 (46 percent) 
were solo practices, 29 (26 percent) were group 
practices of a single specialty, and 32 (28 percent) 
were group practices of multiple specialties. For 
the 94 offices reporting the time allotted for new­
patient visits, the mean time was 39.6 minutes (SD 
15.8 minutes); for the 90 offices reporting the 
time allotted for follow-up visits, the mean time 
was 19.4 minutes (SD 6.7 minutes). 
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Table 1. Characteristics of the 116 Primary Care Offices. 

Characteristics 

Using 
Questionnaires 

(n = 61) 

Not Using 
Questionnaires 

(n = 55) Pvalue 

Patients in managed care, mean % 

Patients with Medicare or Medicaid, mean % 

Physicians in each office, mean no. 

Specialty type 

Family practice 

Internal medicine (general) 

Family practice-internal medicine combination 

Internal medicine and some subspecialists 

Practice type 

Solo 

Group, single specialty 

Group, multiple specialties 

Time allotted for new patients, mean min 

Time allotted for follow-up patients, mean min 

Of the 116 total respori'dents, 61 (53 percent) 
reported using new-patient self-history question­
naires to gather information. A comparison be­
tween the offices using questionnaires and the of­
fices not using questionnaires is displayed in Table 
1. Only insurance type was significandy different. 
Offices using questionnaires had a higher percent­
age of their patient population enrolled in man­
aged care programs (P = 0.028) and a lower per­
centage of their patient population insured 
through Medicare or Medicaid (P = 0.002). 

Other characteristics of the two groups were 
not significandy different, including the number 
of physicians in each office, physician specialty, 
the practice type (solo versus group and single 
versus multiple specialties), and the amount of 
time given for patient visits. 

Of the offices using questionnaires, 41 of 61 
(67 percent) reported that 100 percent of their 
patients filled out the questionnaires, 19 offices 
reported that 50 to 98 percent of their patients 
filled out the questionnaires, and 1 office was un­
able to estimate. The number of years a question­
naire had been used ranged from 0.5 to 30 years, 
with an average of 8.5 years. The primary pur­
pose of the questionnaires was documentation in 
5 offices, facilitating the physician interview in 17 
offices, and both documentation and facilitation 
in 36 offices; 3 offices were unable to state the 
primary purpose. Thirty-three of the 61 offices 
submitted a copy of their questionnaire. The 
questionnaires varied in length and by type of 

43.6 
33.8 
3.9 

27.4 
51.0 

4.4 

0.028 
0.002 
0.781 

0.136 
24 

34 
3 
o 

24 
17 
18 

13 
33 
3 
6 

28 
12 
14 

0.483 

40.2 
19.0 

39.1 
19.8 

0.738 
0.609 

questions, but all attempted to collect patients' 
medical histories and were, for the most part, 
made up of yes-or-no questions. 

Few barriers to questionnaire use were re­
ported. Eight offices reported a language barrier 
or that their patients were too uneducated to use 
questionnaires. Six physicians commented that 
the questionnaires were a time-consuming dupli­
cation of work because they still needed to ask all 
the questions. One physician believed the forms 
were impersonal. Finally, six of the offices using 
questionnaires commented that the health main­
tenance organizations (HMOs) had mandated 
their routine use. 

Conclusions 
All evidence in the medical literature concerning 
new-patient self-history questionnaires suggests 
that they are useful and reliable. Studies have 
shown that they improve chart documentation, 
reveal important medical history, contribute to di­
agnosis, are reliable, are well received by patients, 
and expend no additional physician time.1-15,27,28 

These attributes make patient self-history ques­
tionnaires a valuable tool. In primary care, many 
new patients complain of a specific problem, and 
a detailed family and social history, as well as a 
thorough review of systems, is not done. A pa­
tient self-history quickly establishes this informa­
tion and often provides insight and perspective 
into the patient's health model and biases. Such 
information can facilitate a treatment plan and 
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help determine the need for future visits. 
Of particular note, self-histories are helpful for 

patients who have underlying psychiatric diseases, 
because these patients will often have positive 
findings on the review of systems, and this infor­
mation is immediately apparent from a well-struc­
tured form. Additionally, self-histories contribute 
to the medicolegal aspect of charting, as the ques- . 
tionnaire provides a more complete medical rec­
ord than is otherwise documented.9 The many 
benefits of new-patient self-history question­
naires, combined with the evidence showing that 
they require no additional physician time, should 
result in their use by 100 percent of practices. 
This investigation of new-patient self-history 
questionnaires, however, shows a prevalence of 
only 53 percent in a sample of primary care offices 
in Chicago, suggesting that these questionnaires 
are underutilized. 

The characteristics of the offices using ques­
tionnaires indicates that managed care is associ­
ated with a higher likelihood of questionnaire use, 
and insurance through Medicare or Medicaid 
is associated with lower use. This study does not 
address the cause of these associations, but the 
managed care insurers could be driving this in­
creased use of questionnaires. Six offices com­
mented that HMOs had mandated questionnaire 
use. In addition, the standardized record that the 
questionnaires provide might facilitate managing 
health care. Alternatively, the older, disabled, or 
lower income groups making up the Medicare 
and Medicaid populations might be discouraging 
questionnaire use. 

New-patient self-history questionnaires are 
widely available and familiar to all practitioners, so 
why are not all primary care physicians using pa­
tient self-history questionnaires? Several offices 
reported education level of their patients or a lan­
guage barrier. Nevertheless, these explanations 
still leave 47 of 116 (41 percent) offices unac­
counted for. Primary care physicians might be­
lieve either that these questionnaires are not help­
ful or that they are, in fact, detrimental. In the first 
chapter of the 1994 edition of Harrison! Principles 
of Internal Medicine,29 the editors state: 

The very act of taking the history provides the 
physician with the opportunity to establish or en­
hance the unique bond that is the basis for the 
critically important patient-physician relationship. 

26 JABFP Jan.-Feb. 1998 Vol. 11 No.1 

New-patient questionnaires might be per­
ceived by physicians to compromise history tak­
ing-the cornerstone of primary care. Such a po­
sition, however, reflects a misunderstanding and 
lack of physician education about questionnaires 
(which would be supported by their absence from 
interviewing textbooks). Again, quoting Brodman 
et aI, "The Cornell Medical Index is intended only 
as an adjunct to, and not a substitute for, the oral 
interview. " 

The findings from this study show that use of 
new-patient self-history questionnaires by pri­
mary care physicians can be improved. Further re­
search to improve the format of the questionnaire 
and the physicians' skills in using them or to de­
termine the barriers to their use could lead to their 
increased acceptance in primary care offices. 
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Requirements for the examination include current certification in family practice; valid, full, and 
unrestricted licensure in the United States or Canada; and completion of 12 months of clinical train­
ing in an ACGME-accredited geriatric medicine fellowship program. The examination fee is $750. 
The certificate is time-limited, requiring recertification in 10 years. 

RESERVE YOUR APPLICATION TODAY 

Diplomates may send a written request for application materials to: 

Geriatric Medicine CAQ 
American Board of Family Practice, Inc. 

2228 Young Dr. 
Lexington, KY 40505-4294 

(888) 995-5700 ext. 250 or (606) 269-5626, ext. 250 
fox (606) 266-9699 
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