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documentation of social histories on an
inpatient medicine unit
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ABSTRACT

Objective: Social environments play an important role in patient health. Some educators, however, have recently
commented that the social history has been minimized by graduate resident physicians to the documentation
of tobacco, ethanol, and drug (TED) use. To the best of our knowledge, last time, this subject was formally
explored approximately 20 years ago. \We therefore investigated the social histories of inpatient admission notes
written by internal medicine residents at one institution from July 2014 through June 2015. Methods: \We
reviewed 153 and 103 admission notes by interns and senior internal medicine residents, respectively. Notes
were compared to investigate whether the social history would differ by year of training. Results: The majority
of notes contained information about patients’ TED use, i.e. in 91.1%, 91.8%, 77.2% of intern and 94.2%,
93.2%, and 84.5% of senior residents’ social histories. Other documented topics included housing environment
(48.1% vs. 79.6%), marital status or children (29.7% vs. 44.7%), and occupation (28.5% vs. 35.0%). Senior
residents were mare likely to record housing environment and marital status or children than that of interns.
Other social history topics were recorded very little if at all. Conclusions: Despite the important role social
environments play in patients” health, interns and residents recorded very little of the social history ather than
TED in their admission notes. We believe that further investigation is warranted into why residents poorly
document social histories and whether the lack of information affects patient care.

KEY WORDS: Medical history taking/methods/standards, physician-patient relations, quality of health care/
standards

the topic of house staff’s knowledge of their patients’ social
histories was last explored approximately 20 years ago [8,9].
We therefore reviewed internal medicine residents’ admission

Social environments play an important role in health, well-being,
and care delivery [1]. Key components of the social history
include patients’ living situation, occupation, social supports,
religious affiliation, income, education, diet, and exercise [2].
Some physician educators, however, have recently commented
that the social history has been reduced to nothing more than
questions about tobacco, ethanol, and drugs (TED) [3,4]. This
is concerning considering the important role social factors play
in patients” health. In fact, social factors may have a greater
impact on health than more traditional risk factors such as
blood pressure [5]. As a result, the Institute of Medicine has
called for clinicians to increase their attention to social factors

beyond TED [6].

Two of the authors (EC and RSH) are palliative medicine
physicians. As palliative medicine physicians, they are keenly
aware of the importance of a thorough social history for the
comprehensive care of patients’ physical, psychosocial, and
spiritual history [7]. However, to the best of our knowledge,
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notes for patients admitted to the general medicine wards of a
large, university-affiliated teaching hospital. We hypothesized
that TED use would be the primary component of the social
history recorded in notes. We compared social histories recorded
by interns and senior residents to see if the year of training was
associated with the documentation of a more comprehensive
social history.

METHODS

We conducted a retrospective chart review for patients admitted
by residents to general medicine wards at Allegheny General
Hospital, an urban, 631-bed, tertiary care hospital in Pittsburgh,
Pennsylvania, USA, from July 2014 to June 2015. We reviewed
up to four admission notes from an electronic medical record
(EMR) written by each intern and senior (i.e., postgraduate
year three, PGY3) resident. Admission notes were dictated
free text (i.e., there was no structured template in the EMR).
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All notes were from different patients. We randomly selected
notes from the 1 month the house officer spent on the general
medicine teaching service in 2014-2015 academic year. Because
the common textbooks used by learners do not provide a gold
standard for what to include in the social history [Table 1], we
extracted from the notes the variables suggested by experts
as components of a comprehensive social history [2,10-14].
We used a two-sample t-test to do an exploratory analysis for
any statistically significant (i.c., P < 0.05) difference between
residents regarding the documentation of elements of the
social history.

The Allegheny Health Network Institutional Review Board
waived the requirement for written consent from those patients
whose charts were reviewed.

RESULTS

We reviewed the admission notes from 261 patients; 158 notes
from interns and 103 notes from senior residents [Table 2]. The
difference in the number of notes reviewed from interns and
senior residents reflects the fact that more admission history
and physical notes are written by interns than written by senior
residents. The mean age of the patients was approximately
63.0 years of age for both interns and residents. The total sample
was 15% African-American and 51% Caucasian. Approximately
42% of intern and 20% of senior resident notes did not document
ethnicity. Approximately 70% of patients had a cardiovascular,
respiratory, infectious, or gastrointestinal admitting diagnosis.

Tobacco, ethanol, and illicit drug use were documented in the
majority of notes, i.c., in 91.1%, 91.8%, 77.2% of intern and
94.2%, 93.2%, and 84.5% of senior resident social histories
[Table 3]. Three other elements of the social history were less
frequently documented: Housing environment (48.1% intern vs.
79.6% senior resident notes), marital status or children (29.7%
intern vs. 44.7% senior resident notes), and occupation (28.5%
intern vs. 35.0% senior resident notes). Housing environment
and marital status or children were statistically more likely to
be found in the notes from senior residents (P < 0.05). Other
clements of the social history - exercise/diet, insurance, military
experience, stressors, leisure activities/hobbies, religious/
spiritual beliefs, safety precautions (e.g., seatbelt or firearm
use), and alternative medicine practices - were found in very

few or no notes. There were no differences in social history
documentation between male and female residents, between
International Medical Graduates and graduates of American
medical schools, or between residents with MD and DO degrees.

DISCUSSION

Our study demonstrated two key findings. First, residents
recorded tobacco, alcohol, and illicit drug use more frequently
than other topics; TED topics were documented in 80-90% of
notes. Patients” housing environment, marital/parental status,
and occupation were documented less frequently. Other topics
were rarely or never mentioned. These results are consistent
with older work, demonstrating that residents on the medical
wards of university hospitals included few components of
the social history in their notes [8,9]. Second, we found that
senior residents may record a more detailed social history than
interns. Specifically, senior residents were more likely to record
information about patients’ housing environment (79.6% vs.
48.1%) and marital status (44.7% vs. 29.7%) than that of interns.

Despite the well-known importance of social variables to
patients’ health and health-care delivery, why do residents
document very little of patients” social histories? On reason may
be that as shown in Table 1, there does not exist a gold standard
for a comprehensive social history. Learners, therefore, may not
have been taught nor know what aspects of the social history
outside of TED may be important to obtain from patients.
In addition, resident physicians may feel they lack the skills
necessary to take an adequate history [9]. Another reason may
be that residents view the social history as important but do not
ask key questions, possibly because of the lack of time on a busy
inpatient service; one study on an inpatient general medicine
unit showed that internal medicine residents spend only an
average of 15 min per patient per day in direct patient care [15].
Alternatively, residents may not perceive the social history as
salient to their work because one of the main priorities of the
hospital system is to “move things along” and discharge patients
as quickly possible [16]. The push to greater efficiency at the
possible expense of patient-centered care is an example of the
“hidden curriculum,” i.e., the behaviors and assumptions that
teaching physicians implicitly role model to learners [17]. For
example, although teaching attending is the primary role model
for the development of the professional identity of learners, it

Table 1: Definitions of social history found in common medical textbooks

Textbooks

Definition of social history

Bates Guide to Physical Examination and History-Taking

“The personal and social history captures the patient’s personality and interests,

sources of support, coping style, strengths, and fears (p. 10)” [5]

The Medical Interview: The Three-Function Approach

“...Influencels] the expression of symptoms, decisions to seek treatment, levels

of functional disability, and willingness to adhere to collaborative management
strategies (p. 86)” [6]

The Clinical Encounter: A Guide to the Medical Interview and
Case Presentation
The Medical Interview: Clinical Care, Education, and Research

“The section of the medical record in which you present a brief biography of the
patient” (p. 42) [7]
“...Who the patient is, how he or she lives, and how his or her life impacts

decisions to seek medical aid, choices of help (if any), attachment to (or leaving)
the doctor, cooperation with diagnosis and treatment, and compliance with medical
advice-elements of illness behavior and the experience of illness (p. 147).”[8]

The Medical Interview: Mastering Skills for Clinical Practice

“The part of the medical interview in which we attempt to learn about the patient as a
person’” [9]
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Table 2: Demographics of interns and senior residents

Demographics Interns, Senior residents,
n=41 (%) n=31 (%)
Gender
Male 20 (48.8) 18 (58.1)
Female 21 (51.2) 13 (41.9)
Medical school attended
United States 21 (51.2) 6 (19.4)
International medical graduate 3(7.3) 14 (45.2)
Caribbean
IMG non-Caribbean 17 (41.5) 11 (35.5)
Degree
MD 27 (65.6) 28 (90.3)
DO 14 (34.1) 3(9.7)

Table 3: Social history topics found in admission notes
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the important elements of the social history, nor do we have
data on what components of the social history they believe are
important to patient care. Our findings must be taken in light
of the fact that our small study was descriptive/exploratory in
nature. Therefore, future work needs to be done to confirm or
refute our findings, to delve more deeply into why TED seems to
be recorded in house officer notes more than other components
of the social history, to determine whether certain characteristics
of residents are associated with history taking, and to determine
whether recording a comprehensive social history has any impact
on the processes or outcomes of care.

CONCLUSION

Despite the important role social environments play in
patients’ health and the emphasis medical educators place
on taking a thorough social history, we found that residents
at one institution record very little of the social history in
their admission notes. While this may not be representative
of a larger trend, it is concerning that residents may not see
social information as important for patient care. We suggest
further investigation into why residents poorly document social
histories, whether the lack of information affects patient care,

Components of social history Interns, Senior residents,
n=158 (%) n=103 (%)
Tobacco 144 (91.1) 97 (94.2)
Ethanol 145 (91.8) 96 (93.2)
Drugs 122 (77.2) 87 (84.5)
Housing environment 76 (48.1) 82 (79.6)%
Marital status or children 47 (29.7) 46 (44.7)*
Occupation 45 (28.5) 36 (35.0)
Exercise/diet 3(1.9) 2(1.9)
Education 2 (1.3) 0 (0.0)
Type of insurance 2(1.3) 0 (0.0)
Military experience 1(0.6) 1(1.0)
Recent and long-term sources of 1(0.6) 0 (0.0)
stress
Leisure activities/hobbies 0 (0.0) 0 (0.0)
Religious affiliations/spiritual beliefs 0 (0.0) 0 (0.0)
Safety precautions - seatbelt/firearms 0 (0.0) 0 (0.0)
Alternative medical practices 0 (0.0) 0 (0.0)

aIndicates a statistically significant (P<0.05) difference between intern
and senior resident notes

often minimizes the social aspects of care [18-21]. Learners
may therefore perceive that documenting a social history is
impractical and unnecessary. Finally, although medical schools’
have historically emphasized taking a detailed social history in
all clinical settings, it is not out of the realm of possibility that
house officers believe taking a detailed social history in the
inpatient setting has no bearing on patient outcomes. Future
work should explore whether or not that is indeed the case.

There are several limitations to our study. First, we examined
the documentation of social histories from internal medicine
resident admission notes in one program. Different settings
(e.g., community-based hospitals, outpatient settings) and
different medical specialties (e.g., family medicine, pediatrics,
surgery) could produce different results. Second, we could only
review the social history content recorded in the admission
note. It is possible that residents actually obtained more
information than they documented in the medical record. For
example, a study of videotaped interviews in an internal medical
ambulatory practice demonstrated that only approximately half
the history obtained was documented in the medical record [22].
Recent initiatives to encourage the use of structured templates
for the social history in EMRs may improve this situation [23].
Third, we have no data on whether residents have been taught
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and what these findings imply for medical education.
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