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Family Systems Concepts: Tools for
Assessing Families in Primary Care

The book title, Every Person’s Life is Worth a Novel, is also a clinical 
truism. Each person lives among an exciting cast of characters who 
inspire them, support them, and also criticize and fight with them. To 
know a person is to know the people in their lives. Imagine the difficulties
of setting up a discharge plan without knowing whether families can 
carry out the needed tasks. A clinician who knows who the players are,
and how they function together, has a far easier time of negotiating 
their patient’s care. Knowledge of patients and their families is not just 
good public relations, it is an efficient and responsible way to provide health
care.

Most of us get our ideas about “proper” family functioning from our own
families. Our families of origin serve as the yardstick by which we compare
other families, expecting them to “measure up” or function better than what
we experienced. We also have ideas about family functioning based on tel-
evision shows, movies, or novels we admire. All of these assumptions and
emotions come with us when we meet families professionally, requiring us
to monitor our personal and cultural biases as we consider a family’s
response to an illness or new challenge.

Family assessment begins with the first visit and is a continuous process.
As in any medical assessment, clinicians can assess the “anatomy,” the
development, and the functioning of a family. The anatomy of a family is
the membership, which is easily obtained through a genogram. Family
development is noted by the family member’s ages and developmental
stages, and functioning is assessed through history and observation of family
process. Even at routine appointments, one notices whether a parent or
spouse is comforting to the patient, and whether family members seem to
be supportive of one another. Over time and with more complicated
medical problems, patients inevitably describe their family functioning as
they discuss stresses and coping strategies. At critical junctures, these
impressions may lead to a family conference (see Chap. 5) to assess a situ-
ation in greater depth (1, 2).



The Genogram (Family Anatomy)

The family genogram (family anatomy) is an essential tool for busy practi-
tioners to recall information about family member’s names, relationships,
and overall structure (3–5). A visual map of connections among family
members, the genogram extends the geneticists’ pedigree to indicate the
quality of those relationships.

A basic genogram can be completed when initial family history is
obtained, and it can be updated at subsequent visits (see Appendix 3.1 for
a summary of standard genogram symbols). Genograms can have a bio-
medical focus, as a way of organizing family medical and genetic informa-
tion, and still set a biopsychosocial tone to the encounter and the overall
practice. For established patients, a physician might explain that “I reviewed
your chart, and want to fill in some details about your background.” Patients
generally appreciate the clinician’s interest, and usually expect to provide
this information.

Genogram information should include names, ages, marital status, former
marriages, children, households, significant illnesses, dates of such traumatic
events as deaths, and occupations. It can also include emotional closeness,
distance, or conflict between members, significant relationships with other
professionals, and other relevant information. Genogram construction may
reveal transgenerational family patterns of loss, dysfunctional emotional
patterns, or common medical problems. A quick glance at the genogram
prior to a visit is a reminder of names and family relationships.

The Family Life Cycle

The family life cycle (family development) provides a template to quickly
assess a patient and family’s developmental concerns. Developed by family
sociologists Hill (6) and Duvall (7), the family life cycle identifies stages of
family development that reflect the biological functions of raising children.
Multiple family forms, and ethnic and cultural variations in family devel-
opment, result in no single “normal” family life cycle, but all families with
children go through predictable periods of forming adult relationships,
bearing and raising young children, and launching children to begin the
cycle anew.

The family life cycle, described by family therapists Carter and
McGoldrick (8), is useful for primary care. This adaptation begins with
young adults leaving home and includes those who choose to marry, or live
together in heterosexual or same-sex relationships, and those who may
adopt or postpone childbearing. The developmental tasks of raising an
infant are somewhat independent of the couples’ ages, gender, or social
class, and a clinician can easily ask any couple with young children about
the stresses of balancing couple relationships with child care responsibili-

The Family Life Cycle 29



30 3. Tools for Assessing Families in Primary Care

ties. Additional stages of the changing family life cycle include families with
adolescents, launching children, and families in later life. General tasks for
families at these stages are described in Table 3.1 and are expanded
throughout this book.

As a family system moves together through time, parents become grand-
parents, and are still part of an extended relational system. The individual
life cycles of each family member intertwines with the life cycles of other
family members, represented by the Family Life Spiral (9) (see Fig. 3.1).
This representation of the connections among generations depicts the oscil-
lation of the family system from developmental periods of family closeness,
based on the care of young children or elder relatives, to periods of rela-
tive distance, reflecting greater independence of individuals within the
system. Combrinck-Graham describes these shifting periods as centripetal,
indicating forces that pull the family together, or centrifugal, reflecting the
forces that pull family members more apart from one another. When illness
occurs during a centripetal period, like infancy, the family may be more
easily mobilized to care for the ill member than it is during a centrifugal
period like adolescence, when the individuals are moving toward increased
independence from one another. Parents of teenagers with diabetes, for
example, are notorious for having difficulty helping their children balance
their need for autonomy with the demands of the illness.

Family Assessment

Family assessment is a continuous activity based on theoretical concepts
and tools that easily can be integrated into daily practice. Doherty and
Baird (1) first described primary care family assessment in their landmark
volume, Family Therapy and Family Medicine, in 1983. Based on the long
history of family assessment in family therapy and family sociology, they
suggested that there are no simple tests for family functioning that lead to
clear treatment decisions. Most valid instruments, used for research or
family therapy interventions, are too lengthy or require extensive coding.
Although some primary care clinicians have developed screening instru-
ments and assessment methods useful in primary care, we concur that no
single test can replace a practitioner’s thoughtful gathering of information
about a family over time.

Some practitioners may choose to use brief assessment tools in compre-
hensive health assessments, as part of regular patient interviews, or as
screening instruments. The Family APGAR (10), a five-item questionnaire,
assesses patient satisfaction with family support, communication, and
sharing of activities. The Family Circle (11), is a technique in which patients
draw circles to identify the important people and contexts in their lives.
PRACTICE (2) is an acronym to guide interviews of patients or families.
PRACTICE stands for Presenting problem, Roles, Affect, Communication
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Table 3.1. The stages of the family life cycle
Emotional process

Family life cycle of transition: Key Second-order changes in family status required
stage principles to proceed developmentally

1. Leaving home: Accepting a. Differentiation of self in relation to family of
Single young emotional and origin
adults financial b. Development of intimate peer relationships

responsibility c. Establishment of self re work and financial
for self independence

2. The joining of Commitment to a. Formation of marital system
families through new system b. Realignment of relationships with extended
marriage: The families and friends to include spouse
new couple

3. Families with Accepting new a. Adjusting marital system to make space for
young children members into child(ren)

the system b. Joining in childrearing, financial, and
household tasks

c. Realignment of relationships with extended
family to include parenting and
grandparenting roles

4. Families with Increasing flexibility a. Shifting of parent child relationships to
adolescents of family permit adolescent to move in and out of

boundaries to system
include children’s b. Refocus on midlife marital and career issues
independence and c. Beginning shift toward joint caring for older
grandparents’ generation
frailties

5. Launching Accepting a a. Renegotiation of marital system as a dyad
children and multitude of exits b. Development of adult to adult relationships
moving on from and entries between grown children and their parents.

into the family c. Realignment of relationships to include
system in-laws and grandchildren

d. Dealing with disabilities and death of parents
(grandparents)

6. Families in later Accepting the a. Maintaining own and/or couple functioning
life shifting of and interests in face of physiological decline;

generational exploration of new familial and social role
roles options

b. Support for a more central role of middle
generation.

c. Making room in the system for the wisdom
and experience of the elderly, supporting
the older generation without overfunctioning
for them

d. Dealing with loss of spouse, siblings, and
other peers and preparation for own death.
Life review and integration

Source: Carter B, McGoldrick M, 1989. Reprinted with permission.
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patterns, Time in family life cycle, Illness history, Coping with stress, and
Ecology and culture.The form, which is also identified as the McGill Family
Assessment Tool, is fairly lengthy for standard screening use, but identifies
concepts useful for interviewers. These questions and measures provide
opportunities for patients to tell their physicians about the support and
stress they receive in their daily interactions that may affect their health.

Family Systems Concepts in Primary Care
This section describes family systems concepts used throughout this book.
Our general definition of families, as a group of people related by blood or
choice who move together through time, allows for a range of intimate
family structures we see. Following discussion of each family systems
concept are examples of questions that will enhance the family-oriented
care of any patient.

Family Characteristics
The Family as a System

Systems theory teaches that the human body is more than organ systems
operating next to one another. Attention to the relationships among those
organ systems is one difference between primary and specialty care. The
family system is similarly also more than just the sum of its individual
members. Family groups have unique characteristics, and are organized by
interpersonal structures and processes that enable them to be both stable
and adaptable over time.

• Who are the members of your family?
• When it comes to daily support, who do you consider as family?

Figure 3.1. Family life spiral. (From Combrinck-Graham L, 1985. Reprinted 
with permission.)



Family Stability

Family stability, or homeostasis, is the interpersonal process by which the
family strives to maintain emotional balance in the system (e.g., a grand-
mother, who picks up parenting duties to help a significantly disabled
mother care for her children).

• With all of the changes, how are you able to make sure that there is a
good family balance so everyone feels cared for?

• If the illness progresses too quickly, what do you think might happen to
your family?

Family Transition

Family transition is the interpersonal process by which the family adapts to
developmental growth in members, and varying expectations and roles in
the community.

• How have things changed now that your mother-in-law has moved in with
you?

• How are you as a family making adjustments to Emily’s starting high
school?

Family World View

Based on culture (12), previous history, and individual perspectives, fami-
lies have general views of themselves as either competent or ineffective,
cohesive or fragmented. The family’s sense of efficacy can be enhanced
when they feel that they have coped with a crisis well, or when the health-
care provider recognizes their efforts and affirms their strengths.

• Do you folks generally feel that you are able to help each other out in
crises?

• How has it worked when you’ve had to “fill in” for one another before?
• How do family members let one another know when they need help?

Relational Context of the Symptom

The presenting symptom is part of a large family and psychosocial context
that can influence and be influenced by that symptom. For some acute, self-
limited illnesses, a primarily biomedical intervention may be sufficient treat-
ment for a symptom. For many medical problems, however, the relational
context becomes central to treatment.

• How do Kyla’s symptoms influence everyone else in the family?
• Have you noticed if there are things that you as parents do that make

Marvin take more or less responsibility for his medications?

Understanding family characteristics is one of the outcomes of a com-
prehensive patient or family interview. In the following example, family
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characteristics are obtained during a medical history. Without adding much
time to the interview, questions about family functioning allow a clinician
to feel more comfortable with a working diagnosis.

Mr. Purcell, a 42-year-old Jamaican factory worker, had been exper-
iencing more frequent chest pains over the prior 2 months. Mr. Purcell
had a history of chronic stable angina that had previously been well
controlled with medication. Medical evaluation revealed that Mr.
Purcell’s blood pressure, physical exam, and electrocardiogram had not
changed. Dr. M. increased Mr. Purcell’s medication, ordered an exercise
stress test, and scheduled him to return in 1 week.

At follow up, Mr. Purcell reported that his chest pains were less
frequent, but still troublesome. Dr. M. explained that the stress test was
mildly abnormal, but was unchanged from his previous test, and
recommended that he start taking a new medication. Mr. Purcell was
agreeable to Dr. M.’s plan, but still appeared distressed. Dr. M. asked
about stress in Mr. Purcell’s life. She learned that Mr. Purcell’s wife had
started cleaning houses in the last 6 months to earn some extra income.
Mr. Purcell’s son, Bob, 17, a high-school senior, worked with his mother
after school. Mr. Purcell seemed irritated by how busy his wife was and
how little time he had with his son. Mr. Purcell felt his main support
was his 21-year-old daughter, Mary, who lived and worked in a nearby
town, but visited on weekends. Three months ago Mary announced she
was engaged. Although Mr. Purcell liked Mary’s fiancee, he felt she was
making a decision to marry prematurely and was worried about her
future.

Dr. M. acknowledged the many changes that were occurring in the
family, and how hard it is for all of us to accept change, especially when
things had been going well before. Dr. M. also noted how impressed
she was that members so readily helped one another. She invited the
family to come in together to talk about all the changes, the stresses and
excitement, and the effects on everyone, including Mr. Purcell’s
increasing angina.

Dr. M.’s discussion of Mr. Purcell’s family helped place the symptom in
a larger relational context. The family’s emotional balance (family stability)
had been disrupted by the numerous changes of Mrs. Purcell’s new job,
Bob’s upcoming graduation, and Mary’s engagement. Mr. Purcell was expe-
riencing the stress of all these transitions and his symptoms may have been
a signal that the family was also having difficulty navigating the changes
(family transition). Dr. M. acknowledged the family’s strengths and caring
for one another (world view) and invited the family in to explore how the
family’s functioning as a whole might play a part in Mr. Purcell’s symptoms
and their alleviation (family as a system) (Fig. 3.2).
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Figure 3.2. The Purcell family.

Family Structure
Hierarchy

Hierarchy reflects how power or authority is distributed within the family
(13). General cultural consensus places parents above children in the family
hierarchy. Single parents are encouraged to recognize that they have greater
authority than their children, and parents, even when separated, are encour-
aged to share authority for decision making with each other.

• Who is overtly and covertly in charge in the family system?
• Is the family’s hierarchy clear and appropriate (parents in charge of their

children) or reversed (i.e., parents controlled by children)?

A parentified child, often the oldest, performs parental functions when
one or both parents have abdicated the role (e.g., an oldest daughter does
the cooking and child care because of her mother’s chronic disabilities, or
a son in a single-parent home feels responsible for helping his dad finan-
cially support his siblings).These roles can sometimes be functional, helping
children feel responsible and competent; however, they can often lead to
feelings of resentment among the individuals when parents, out of choice
or necessity, continue to abdicate their roles.

• Does a child in the family function as a parent?
• Have one or both parents abdicated their role?
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Boundaries

Boundaries help define different functional subgroups in the family, (e.g.,
the marital subgroup, the sibling subgroup, the grandparents, etc.). In
respectful interactions, families recognize the boundaries around sub-
groups, allowing, for example, parents to have a private relationship that is
not undermined by children or grandparents.

• What are the subgroups in the family?
• Are the boundaries between subgroups (i.e., parents and children) clear

and appropriate, or confused and problematic?
• How does the family deal with emotional closeness and distance?

Family Role Selection

Family role selection is the conscious or unconscious assignment of com-
plementary roles to members of a family. These roles function to maintain
the family system (e.g., mother is the breadwinner and the problem solver;
grandmother is the nurturer). During health crises, family members seem
to adopt identifiable roles (e.g., caretaker, or the one who “can’t handle bad
news”).

• What roles do family members play, and how do these roles relate to each
other?

• Who fills the role of the family’s expert on illness and health?
• Who is most often the “sick” member of the family?

A common family role is the scapegoat or noble symptom bearer, who is
identified by the family as the source of problems, accepts the family’s
blame, and distracts from other individual or family problems, and also
reflects the dysfunction of the family as a whole.

• Does the family have a scapegoat or noble symptom bearer?
• How do his or her symptoms reflect problems for the family as a whole?

Alliance

An alliance is a positive relationship between any two members of a system
(e.g., a mother and father cooperating together).

• What are the important alliances in the family?
• How are alliances between family members viewed by other family

members?

Coalition

A coalition is a relationship between at least three people in which two
collude against a third (e.g., a parent and a child siding against another
parent).
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• What coalitions exist in the family?
• Who is siding against whom?

Mr. and Mrs. Purcell, Mary, 21, and Bob, 17, came to the family meeting
suggested by Dr. M. After Dr. M. shared her findings, Mary spoke first
and expressed concern about her father’s “long-standing” health
problems. She blamed her mother for “not taking better care of him.”
Bob quickly defended his mother, saying she had been working very
hard and had “a lot on her mind.” Bob became upset with Mary for
“attacking” their mother. Mrs. Purcell told Dr. M. that her husband had
health complaints for as long as she had known him. Mr. Purcell then
said that his chest pains were worse since the last doctor’s appointment.

Dr. M. could see that the hierarchy within the Purcell family was reversed.
Mary took charge of the family interaction (parentified child). She acted in
a coalition with her father against her mother, much as Bob was in a coali-
tion with Mrs. Purcell against Mary during the meeting. (These relationships
can easily be noted in an evolving genogram, as in Fig. 3.3.) A good working
relationship (alliance) did not exist between Mr. and Mrs. Purcell regard-
ing Mr. Purcell’s health. This was due in part to the confused generational
boundaries in the family which contributed to the distance between Mr. and
Mrs. Purcell. Instead of strong marital and sibling subsystems, both children
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Figure 3.3. The Purcell family.
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functioned as protectors of their parents. Mr. Purcell was the family’s “sick”
member; Mary acted as the expert on his health; Mrs. Purcell was cast as
the uncaring spouse; and Bob was her defender ( family role selection). Mr.
Purcell drew attention away from the family’s conflicts by focusing on his
chest pains (noble symptom bearer).

Family Process
Enmeshment

Enmeshment characterizes a system in which members have few inter-
personal boundaries, limited individual autonomy, and a high degree of
emotional reactivity. When families are caring for young children, it is
appropriate for them to be highly responsive, and to appear very enmeshed
with one another. At later stages of the life cycle, enmeshment can inhibit
individual development and growth (e.g., when a mother insists on remain-
ing with her adolescent son during his physical and answers questions for
him).

• Are family members involved or overinvolved with each other?
• Do family members “feel each others’ feelings”?
• Do family members seldom act independently?

Disengagement

Disengagement characterizes a family system in which members are emo-
tionally distant and unresponsive to each other (e.g., a husband who does
not tell his wife or children about any of his health problems). Like enmesh-
ment, disengagement can be viewed along a continuum, in which families
with adolescents may appear to be more disengaged than do families with
young children, and still be caring well for one another.

• Do family members have little emotional response to each other?
• Are family members distant or isolated from each other?
• Is the degree of emotional separation developmentally appropriate?

Triangulation

Triangulation occurs when a third person is drawn into a two-person system
in order to diffuse anxiety or intimacy conflicts in the two-person system
(e.g., rather than arguing with each other about personal issues, a mother
and father express their marital discontent by arguing over parenting 
their son). This process differs from family coalitions, in which family
members “side” with one another without diverting their attention to a
third party.

• Do family members talk directly to each other about personal 
matters?



• When emotional issues arise between two members do they focus on a
third person?

Family Patterns

Family patterns are the ordered sequences of interaction that typify how a
family functions, particularly when under stress. In some families, when one
spouse pursues, the partner withdraws. Along those lines, when father gets
depressed, the family tries to cheer him up; he gets more depressed, and
they become frustrated. Instead of responding to each new situation, family
members make assumptions based on prior patterns, and the routine com-
munication pattern reoccurs.

• What sequence of behaviors is typically seen when the family becomes
stressed?

• Does this pattern make the situation better or worse?
• If worse, what other behaviors might interrupt the sequence or pattern?

After commenting on his health problems, Mr. Purcell told his wife how
upset he was that she had shown so little interest in their daughter’s
marriage. Mr. Purcell told Dr. M. he discussed his wife’s apparent
disinterest frequently with his daughter, who was also quite “hurt.”

Mr. Purcell had developed a very close relationship with his daughter
(enmeshment), which at times substituted for the emotional support he
felt was missing from his wife. Rather than discussing his own feelings
of “neglect,” Mr. Purcell became angry at Mrs. Purcell about her “lack
of interest” in their daughter’s plans to marry (triangulation). Dr. M.
recognized that the focus of attention shifted to health issues or a third
family member when family members became upset with each other
(family pattern).

The Family Across Time
Family Developmental Stage

Based on the family life cycle, family processes and interactions vary
according to whether the family has young children, or whether the house-
hold includes an older couple who are grandparents and also are caring for
the wife’s very elderly mother. Identifying the life cycle stage helps clini-
cians to tailor their family-oriented questions.

• In what developmental stage is the family?
• What are the important tasks that need to be accomplished in this stage?
• What anticipatory guidance issues are helpful for this developmental

stage?
• Are the health concerns occurring when the family is experiencing cen-

tripetal or centrifugal pressures? How does this affect the ability of the
family to respond to the crisis?
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Family Projection Process

Family projection process is the transmission of unresolved conflicts, issues,
roles, and tasks from one generation to another, (e.g., the men in each gen-
eration never go to physicians for health problems).

• What unresolved issues from past generations may be affecting the family
in the present?

Intergenerational Coalition

Intergenerational coalitions involve two members from different genera-
tions against a third member of the family (e.g., a grandmother and grand-
daughter against a mother).

• Is there evidence of family members from two different generations col-
luding against a third member?

Dr. M. commented on the many important changes that the Purcell
family was facing: their son graduating, their daughter planning to
marry, and the mother starting to work. Mr. and Mrs. Purcell both agreed
that these changes were affecting them. They were hopeful about their
children’s future, but anxious, as well, about their leaving. When asked
about how they saw their future, Mr. Purcell said, “the future looks
bleak.” He talked about how he sometimes thought of death, especially
after his mother’s death 5 years ago. Mrs. Purcell said her husband had
never gotten over the loss and he never discussed it with her.

The Purcell family was facing the “launching children” stage in their
development (family life cycle). Both children were leaving in the near
future, one for college and one to marry. This placed increased pressure on
the marital relationship as they faced an “empty nest.” The anticipation of
these changes or losses also reawakened Mr. Purcell’s unresolved grief over
his mother’s death (family projection process). Mrs. Purcell’s comments
about her husband’s grief and her own lack of attachment to her mother-
in-law led Dr. M. to hypothesize that perhaps Mrs. Purcell had felt excluded
from the close relationship between her husband and his mother (inter-
generational coalition).

The Purcell family illustrates how family systems concepts can be used
to understand the interplay between a patient’s symptoms and his or her
family better. Without an assessment template a family’s interactions can
seem confusing at best and frustrating at worst.Although not all of the con-
cepts apply to every family, they do help clinicians organize their thinking
about any family. The information gathered by assessing a family as a
system, its structure, process, and development across time, can be used to
ask questions and arrive at an effective treatment plan in collaboration with
the patient and family.
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Appendix 3.1: Standard Symbols for Genograms

Male: Female: Birth Date Ago = inside symbol Death Date Death = X Death Date

written above left
of symbol

written inside
symbol

written above right
of symbol

’41- ’41–96-96

Marriage

Marital Separation Divorce Getting back Together after Divorce

M. 70 s. 85 m. 70 s 85 d. 87 d. 87 remar. 90

m. 1970 LT 75 m. 91 LT 93

Living Together or Affair Lesbian Couple Gay Couple

LT = living together

Children: List in birth order beginning with the oldest on left

71 73 76 79 81
83- 83- 85- 85- 96-

7777

Biological
Child

Foster
Child

Adopted
Child

Abortion
Miscarriage

Twins Identical
Twins

Pregnancy

Stillbirth

Drug or Alcohol Abuse
Suspected

Abuse
In Recovery from

Drug or Alcohol Abuse
Serious mental or
physical problem

Drug/Alcohol Abuse and
Physical or Mental problem

Symbols Denoting interactional Patterns between People

Close Distant Close-Hostile Focused On Sexual Abuse

Fused Hostile Fused-Hostile Physical Abuse

(Source: McGoldrick M, Gerson R, and Shellenberger S, 1999. Reprinted with permission.)

Cutoff

27 25 22




