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RESUMEN: Antecedentes: La medicina familiar 
procura restaurar la salud familiar, pero persiste po-
ca práctica clínica de evaluación cotidiana de la fami-
lia. Objetivo: Describir composición, funcionalidad, 
tipología, ciclo vital y patrones familiares de 100 fa-
milias. Material y métodos: Estudio observacional, 
transversal, descriptivo, muestreo no probabilístico 
a conveniencia, de 100 familias consultadas en DM-
FHUUANL en Monterrey, Nuevo León, México 
(2022-2023). Resultados: La mayoría: mujeres (65%), 
20-29 años (26%), solteros (40%), amas de casa (34%), 
católicos (60%), consultando por dolor y síntomas 
gastrointestinales (26%). La composición familiar 
predominante fue 4+1 (25%) y 81% de funcionalidad. 
Tipología familiar: nuclear simple (37%), núcleo in-
tegrado por PFH (49% por Consenso 2005 y 36% por 
DMFUANL), 61% tradicional, 88% servicios, 100% 
urbana, por Ciclo Vital Familiar (CVF) 25% retiro 
y muerte (Geyman), 26% plataforma de colocación 
(Duvall), 33% contracción (OMS). El 98% presenta-
ron patrones de repetición familiar, esta determina-
ción facilitó identificar familias que necesitan trabajo 
con familias (35%). Conclusiones: Hubo más funcio-
nalidad en la composición familiar de tamaño 4+1 y 
5+1, la tipología nuclear simple, núcleo integrado que 
subsiste por servicios persiste en esta zona urbana; 
predominó la fase contracción del CVF por OMS. Los 
patrones familiares frecuentes fueron la licenciatura, 
ama de casa, alcoholismo y diabetes mellitus. 

Palabras clave: Familia. Composición familiar. 
Relaciones familiares. Salud familiar. Historia 
médico-familiar.

ABSTRACT: Background: Family medicine aims 
to restore family health, but there remains a pauci-
ty of clinical practice in daily family assessment. Ob-
jective: Describe the composition, functionality, 
typology, life cycle and family patterns of 100 Mexi-
can families. Material and methods: Observational, 
cross-sectional, descriptive study with non-proba-
bility convenience sampling of 100 families consult-
ed at DMFHUUANL in Monterrey, Nuevo León, 
Mexico (2022-2023). Results: The majority were 
women (65%), 20-29 years old (26%), single (40%), 
housewifes(34%), and catholics (60%), consulting 
for pain and gastrointestinal symptoms (26%) The 
predominant family composition was 4+1 (25%), 
and 81% functional. Family typology: simple nucle-
ar (37%), nuclear integrated by PPH (49% accord-
ing to the 2005 Consensus and 36% by DMFUANL), 
61% traditional, 88% services, 100% urban. Accord-
ing to Family Life Cycle (FLC): 25% retirement and 
death (Geyman), 26% placement platform (Duvall), 
33% contraction (WHO). 98% presented family rep-
etition patterns. This determination facilitated the 
identification of families in need of work with fam-
ilies (35%). Conclusions: Family compositions of 
4+1 and 5+1 sizes were more functional; the simple 
nuclear typology, an integrated nucleus that subsists 
through services persists in this urban area; the con-
traction phase of the FVC according to WHO pre-
dominated. Frequent family patterns were bachelor’s 
degree, housewife, alcoholism, and diabetes mellitus.

Keywords: Family. Family composition. Family 
relations. Family health. Medical history taking.
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INTRODUCTION
The goal of family medicine is to address 
problems that affect family health, under-
stood as complete biopsychosocial well-be-
ing –the balance and interaction among its 
components and the family’s capacity to 
adapt as a group– considering the family 
as an integrated system and part of society. 
This vision is achieved through education, 
assistance, and patient-centered research 
contextualized to the family1-3.

Family physicians resolve more than 
80% of health needs; however, despite clin-
ical guidelines, maintaining homeostasis 
and restoring family health remains a chal-
lenge. Although these professionals possess 
biomedical clinical skills, family assessment 
is not a routine part of daily practice due to 
limited undergraduate training, insufficient 
clinical aptitude in the family approach, 
a mechanistic medical model within the 
health system, and time constraints during 
consultations, all of which result in low em-
pathy when working with families3-5.

Working with families is a planned fam-
ily medicine intervention aimed at improv-
ing or restoring family health through a 
systematic, collaborative medical meth-
odology. This approach requires a family 
medicine assessment that, from a system-
ic perspective, allows identification of key 
structural and sociodynamic aspects of the 
family from the outset. Therefore, the initial 
assessment should include at minimum the 
evaluation of basic elements such as fami-
ly typology, composition, functionality, life 
cycle, and patterns of familial repetition. 
These components are essential for effective 
family assessment and intervention, facili-
tating the restoration of family health6-9.

The objective of this study was to de-
scribe family composition, functionality, 
typology, life cycle, and patterns of familial 
repetition in 100 families of patients attend-
ing specialty consultations in a Department 
of Family Medicine in Mexico, with the 
aim of guiding the initial approach to fam-
ily-centered care9,10.

MATERIALS AND METHODS 

We conducted an observational, descrip-
tive, exploratory, cross-sectional study in 
patients attending the Family Medicine 
Department (DMFHU) of Universidad 
Autónoma de Nuevo León (UANL) (Nue-
vo León, Mexico). The DMFHUUANL has 
conducted “Family Work” for more than 13 
years and was the only consolidated pro-
gram within the National Register of Qual-
ity Graduate Programs in Mexico. Since 
2021, it has been accredited by the Consejo 
Nacional de Ciencia y Tecnología (CONA-
CYT, now SECIHTI) as the only interna-
tionally competitive postgraduate program 
in Family Medicine. It is located in north-
eastern Mexico and provides care to the 
general population10.

Authorization was obtained from Hospi- 
tal Universitario “Dr. José Eleuterio González” 
Research Ethics Committee (registry No. 
MF21-00008; CONBIOÉTICA-19-CEI-001- 
20160404). 

Consultations, surveys, and interviews 
were conducted with 100 index patients (du-
ration, 45-60 minutes each) to determine 
family characteristics using a family medi-
cal history. A nonprobabilistic convenience 
sampling method was applied for this explor-
atory descriptive study with a sample of 100 
families. Eligible participants were new pa-
tients aged ≥18 years who provided informed 
consent. Patients with reported cognitive im-
pairment were excluded. Five families were 
excluded due to incomplete survey data. The 
index patient was defined as the family mem-
ber seeking family medical attention (the pri-
mary source of family information) at the 
DMFHUUANL between May 2022 and June 
2023.

VARIABLES AND MEASUREMENT 
INSTRUMENTS
Sociodemographic characteristics, family 
composition and functionality, typology, life 
cycle, and patterns of familial repetition were 
determined using semistructured interviews, 
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the general clinical record of the DMF-
HUUANL, and the family medical record.

Family assessment was structured for 
a systemic approach to identify aspects of 
family structure according to McGoldrick 
and Gerson’s categories 1-3: (1) fami-
ly structure; (2) family life cycle; (3) gener-
ational repetition patterns; (4) family life 
events and functioning; (5) relational pat-
terns and triangles; and (6) family balance 
and imbalance. Based on expert recommen-
dations from the DMFHUUANL, the basic 
elements selected for initial family assess-
ment included: (a) sociodemographic char-
acteristics and reason for consultation; (b) 
family composition table; (c) family func-
tionality according to composition; and (d) 
family genogram2,6,9,11.

Family composition was determined us-
ing the family composition table (Ordóñez 
et al., 2022, modified version), which identi-
fies each member’s role, name, age, sex, ed-
ucation, occupation, religion, and illnesses 
as reported by the index patient, as well as 
overall family size6,12.

Family functionality was assessed us-
ing the Family APGAR, a brief screening 
tool with reliability comparable to FACES 
or FF-SIL. Developed by Smilkstein in 
1978, the Family APGAR evaluates 5 di-
mensions of perceived family function-
ing: (1)  Adaptation – the ability to use 
intra- and extrafamilial resources to resolve 
problems during stress or critical events; 
(2) Partnership – the involvement of fami-
ly members in decision-making and prob-
lem-solving; (3)  Growth – the family’s 
support for physical, emotional, and person-
al development; (4) Affection – expression 

and satisfaction with emotional interactions; 
and (5)  Resolve – the perception of fami-
ly commitment to sharing time, space, and 
resources. The instrument has demonstrat-
ed reliability (Cronbach α = 0.71-0.83) and 
can be administered via interview or self-re-
port (except in individuals who are illiter-
ate). Each item is rated on a 3-point Likert 
scale (almost never = 0, sometimes = 1, 
almost always = 2), yielding total scores of 
0-10. Scores > 6 indicate functional fami-
lies, whereas scores < 6 indicate dysfunction 
(0-2 severe; 3-6 mild)13-15.

Family typology, life cycle, and pat-
terns of repetition were assessed using the 
genogram, a tool derived from the sys-
temic approach of psychiatrist Murray 
Bowen (1978) and later standardized by 
McGoldrick and Gerson. Descriptions by 
Rakel, Seely, Rogers, and Revilla contrib-
uted to its use in family medicine by in-
corporating biomedical and psychosocial 
information and establishing symbolic 
conventions, though no international stan-
dardization exists. In this study, the sym-
bols proposed by the Consejo Mexicano de 
Medicina Familiar para el Estudio de Salud 
Familiar were used9,11,16-18.

The DMFHUUANL medical record was 
used, and Table 1 lists the instruments em-
ployed in the family medical record and 
their respective measures.

Family types were classified accord-
ing to the criteria proposed by the 2005 
Consejo Mexicano de Medicina Familiar pa-
ra el Estudio de Salud Familiar, and the 2022 
DMFHUUANL classification (Table 2)12,16,19-21.

Familial repetition patterns were identi-
fied when 2 or more generations shared the 

Table 1. List of instruments used in the family medical history and their respective determinations

Instruments Determination

Questionnaire of sociodemographic characteristics Sex, age, marital status, occupation, religion, place of residence, 
and reason for consultation

Family composition Perception of family size

Family APGAR Perception of family functionality

Genogram Typology, life cycle, and pattern of familial repetition
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Table 2. Classification of family typology

Family type Classification % Definition

It is the classification  
proposed by various authors 
and organizations for the 
study of the family. 
In this study, the typology was 
based on the 2005 Mexican 
Consensus on Family Medicine, 
the Consejo Mexicano de 
Medicina Familiar para el Es-
tudio de Salud Familiar for the 
Study of the Family, the INEGI, 
and the Department of Family 
Medicine at UANL, to classify  
according to:

– Kinship
– Physical presence in 

the household (PFH) 
or cohabitation

– Demography, and
– Development

By kinship (Mexican Consensus 2005):

With kinship:

Nuclear Man and woman without children

Nuclear simple Father and mother with 1 to 3 children

Nuclear large Father and mother with 4 or more children

Reconstituted 
(binuclear)

Father and mother in which one or both are divorced or 
widowed and have children from a prior union

Single-parent Father or mother with children

Extended sin-
gle-parent

Father or mother with children, plus other relatives

Composite extended 
single-parent

Father or mother with children, plus other persons with and 
without kinship

Extended Father and mother with children, plus other relatives

Composite extended Father and mother with children, plus other persons with and 
without kinship

Nonparental Relatives with kinship ties who perform family roles without 
the presence of parents (eg, uncles and nephews/nieces, 
grandparents and grandchildren, cousins or siblings, etc)

Without kinship:

Extended sin-
gle-parent without 
kinship

Father or mother with children, plus other nonrelatives

Groups similar to 
families

Persons without kinship ties who perform family roles (eg, 
groups of friends, students, religious groups, persons living in 
hospices or nursing homes, etc)

By physical presence in the household (Mexican Consensus 2005):

Integrated nucleus Presence of both parents in the household

Nonintegrated 
nucleus

Physical absence of one of the parents from the household

Ascending extended Married children or those in a consensual union living in a 
parent’s home

Descending 
extended

Parents living in the home of one of their children

By physical presence in the household (Census Household, INEGI Mexico):

Family household Household in which at least one member has kinship with the 
head of household

Nuclear Couples without children; parents and children; or only the 
mother or father with children

Expanded Nuclear plus relatives: aunts, cousins, siblings, etc

Composite Nuclear or expanded plus at least one nonrelative

Non-family  
household

None of the members are related

One-person A single person

Coresidents Two or more persons without kinship with the head of 
household

(Continued)



139

Y.G. Ordóñez-Azuara et al. �Medical-family clinical history in 100 Mexican families

same characteristics regarding education, 
occupation, substance use, or past medical 
history.6,11,17,20 The family life cycle was deter-
mined using the classifications by Geyman, 
Duvall, the World Health Organization 
(WHO), and McGoldrick and Carter1-24.

Data were entered into a Microsoft Excel 
2022 database and analyzed descriptively us-
ing frequency and percentage distributions. 

Results were described narratively and pre-
sented in tables where appropriate.

RESULTS

A total of 100 index patients were includ-
ed; most were women aged 20-29 years, 
single, homemakers, Catholic, and resid-
ing in Monterrey. Table 3 illustrates the 

Table 2. Classification of family typology (continuation)

Family type Classification % Definition

It is the classification  
proposed by various authors 
and organizations for the 
study of the family. 
In this study, the typology was 
based on the 2005 Mexican 
Consensus on Family Medicine, 
the Consejo Mexicano de 
Medicina Familiar para el Es-
tudio de Salud Familiar for the 
Study of the Family, the INEGI, 
and the Department of Family 
Medicine at UANL, to classify  
according to:

– Kinship
– Physical presence in 

the household (PFH) 
or cohabitation

– Demography, and
– Development

By physical presence 
in the household 
(DMFHUUANL):
Home

Household: a unit composed of one or more persons, related 
or not by kinship ties, who usually reside in the same private 
dwelling

One-person Person living alone

Couple Intimate couple living alone (no children)

Integrated nucleus 
(IN)

Presence in the household of members of the nucleus (from 
which the index patient is part or descends) who have 
children and may or may not live with them

Nonintegrated 
nucleus (NNI)

Absence from the household of one or more members of the 
nucleus (from which the index patient is part or descends); 
they have children but may or may not live with them

Fraternal Only siblings live together

P, IN, NNI, or fra
ternal – Composite

Add the word “composite” when, in addition to the integrat-
ed or nonintegrated nucleus or fraternal household, other 
persons and/or non-kin members live in the home

Expanded (A) Any couple or nuclear type plus other kin living in the same 
household

A  – *Composite Add the word “composite” when, in addition to the expanded 
household, other persons and/or non-kin members live in the 
home

Coresidents Group of persons who share the same household without 
kinship and without performing roles/functions similar to a 
family (eg, nursing homes or orphanages)

Demography

Rural Place of residence in a population < 2,500 inhabitants

Urbana Place of residence in a population ≥ 2,500 inhabitants

Development

Traditional The father or father figure works and is the household 
provider

Modern The mother or mother figure works
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sociodemographic characteristics of the in-
dex patients included in the study.

REASONS FOR CONSULTATION

The most frequent reason for consultation 
(23%) was abdominal pain and/or GI symp-
toms, followed by pain or lesions of the up-
per or lower limbs (7%), metabolic control 
(7%), low back pain (6%), joint pain or stiffness 

(5%), groin or genital pain/lesion (5%), gen-
eral check-up (5%), test interpretation (5%), 
referral (5%), chest pain (4%), rhinopharyn-
geal symptoms (3%), urinary symptoms (3%), 
headache (3%), anxiety (3%), rectal or perianal 
lesion (3%), skin, hair, or nail disease (2%), 
stress (2%), nausea (2%), dizziness (1%), syn-
cope (1%), gynecologic symptoms (1%), trem-
or (1%), jaundice (1%), substance dependence 
(1%), and work-leave request (1%).

Table 3. Description of sociodemographic characteristics of 100 index patients

Sex Age Marital status Occupation Religion Place of residence

65% women 26% 40% single 34% homemaker 68% Catholic 52% Monterrey

35% men 22% ≥ 60 
years

33% married 20% students 13% none 39% Metropolitan area

16% 40-49 
years

12% consensual 
union

18% employed 9% Christian 4% Other localities in 
Nuevo León

14% 30-39 
years

9% widowed 9% unemployed 3% Jehovah’s Witness 3% San Luis Potosí

14% 50-59 
years

4% separated 9% merchants 2% Agnostic 1% Coahuila

8% 10-19 
years

4% divorced 4% construction workers 1% Baptist 1% Tamaulipas

3% retired Pentecostal

2% laborers Adventist

1% day laborer (farmer) Believer

100% 100% 100% 100% 100% 100%

n = 100.

Table 4. Description of family composition and functionality

Family composition Functional (81%) Dysfunctional (19%)

Classification %
4 + 1 25% 20 5
5 + 1 23% 21 2
3 + 1 19% 15 4
6 + 1 12% 9 3
2 + 1 9% 5 4
8 + 1 7% 7 0
7 + 1 3% 3 0
1 + 1 2% 1 1
Total 100% 81 19

n = 100.
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FAMILY COMPOSITION AND PERCEIVED 
FUNCTIONALITY
The most frequent family composition was 
25% with 4 + 1 members. Family function-
ality, as perceived by the index patient, was 
rated functional in 81% of families and 
dysfunctional in the remainder, who were 
scheduled for follow-up to initiate family 
work interventions. Table 4 illustrates fam-
ily composition and corresponding func-
tionality.

FAMILY TYPOLOGY
Family typology was classified as follows:

	– By kinship (Mexican Consensus, 2005): nu-
clear simple (37%), single-parent (15%), 
nuclear large (14%), reconstituted (12%), 
extended (11%), extended single-par-
ent (5%), nonparental (2%), nuclear (2%), 
composite extended (1%), and extended 
composite single-parent (1%).

	– By means of subsistence: services (88%), 
commerce (11%), and agriculture (1%).

	– By physical presence in the house-
hold (PFH):  integrated nucleus (49%), 
nonintegrated nucleus (28%), ascend-
ing extended (6%), descending ex-
tended (6%), and unclassifiable (11%) 
per the 2005 Mexican Consensus; per 
DMFHUUANL classification: integrat-
ed nucleus (36%), expanded (18%), non-
integrated nucleus (14%), couple (11%), 
single-person (8%), fraternal (6%), 
co-resident (6%), and composite nonin-
tegrated nucleus (1%).

	– By development:  61% traditional and 
39% modern.

	– By demography: 100% urban.
According to the  Family Life Cycle 

(FLC), most families were in the expansion 
phase (35%, Geyman), placement platform 
(26%, Duvall), contraction (33%, WHO), 
and end-of-life stage (28%, McGoldrick and 
Carter). Table 5 illustrates the family life cy-
cle distribution of the 100 families.

A total of 98% of families presented at 
least one familial repetition pattern: 76 in 

education, 75 in occupation, 45 in substance 
use, and 36 in disease history. The most fre-
quent were university education (21%), 
homemaker occupation (38%), alcoholism 
(34%), and diabetes mellitus (10%) for each 
respective category. Table 6 describes these 
repetition patterns. Thirty-five percent of 
families met criteria for family work interven-
tion and were scheduled for follow-up in the 
DMFHUUANL clinic.

DISCUSSION
The family, as a system, is in constant trans-
formation, and the Mexican family is no ex-
ception. Over time, it has undergone both 
structural and sociodynamic changes—a 
phenomenon documented by psychologists 
and sociologists but rarely by family physi-
cians. In this study, the family was examined 
from a family medicine perspective, and the 
results were consistent with those reported 
in other disciplines.25-27

Ordóñez (2020), Zárate (2022), and Soto 
(2022) have highlighted the importance of 
assessing specific family characteristics in 
certain patient groups, such as adolescents, 
individuals with breast cancer, migrants, 
or those with psychiatric disorders, among 
others. However, in this study, the general 
patient population was evaluated, with most 
consultations motivated by biomedical or 
administrative reasons. Through a system-
ic approach, information regarding fami-
ly structure and functionality was collected 
via the index patient6,8,26-28.

FAMILY COMPOSITION, FUNCTIONALITY, 
AND TYPOLOGY
Family composition has been measured 
by some authors according to household 
members and the presence of the conju-
gal or nuclear system plus other relatives or 
nonrelatives, classifying families as nucle-
ar, single-parent, or extended, for instance. 
However, this seems closer to a typologi-
cal classification (which is distinct). There-
fore, this study adopted the model proposed 
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by Ordóñez et al (2022), evaluating fami-
ly composition based on the index patient’s 
perception. By means of structured ques-
tioning, the patient identified those individ-
uals considered part of their family, listing 
their roles and characteristics in a family 

composition table. This method allowed the 
recognition of family beyond contractual or 
biological bonds, incorporating the patient’s 
subjective dimension and determining 
composition as defined in health sciences 
descriptors, ultimately quantifying family 

Table 5. Classification of 100 families by Family Life Cycle (FLC)

Family life cycle Classification % Categories

The sequence of 
stages a family goes 
through from its 
establishment to its 
dissolution

GEYMAN 1% Marriage

35% Expansion

20% Dispersion

19% Independence

25% Retirement and death

DUVALL 2% I. Beginning of the family

0% II. Family with one child (oldest child up to 30 months)

4%
III. Family with a preschool child (oldest child 30 months to 
6 years)

4% IV. Family with school-age children (oldest child 6-13 years)

16% V. Family with adolescents (oldest child 13-20 years)

26%
VI. Family as a launching platform (from first to last child 
leaving)

14% VII. Mature families (empty nest)

18% VIII. Elderly families

16% Not classifiable

World Health 
Organization (WHO)

2% I. Formation

10% II. Extension

26% III. Full extension

33% IV. Contraction

20% V. Complete contraction

9% VI. Dissolution

McGoldrick and Carter 8% Young single adult (leaving home)

1% Couple formation

8% Family with children

16% Family with adolescents

10% Family as launching platform

14% Midlife family

28% Family at the end of life

15% Not classifiable

n = 100.
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size. Pets may be included in this composi-
tion, though not in family typology, which 
is an objective component of family assess-
ment6,12,26,27.

Family dysfunction has been associated 
with negative impacts on members’ health, 
promoting crises, severe psychological dis-
orders, and risky behaviors. In contrast, 
proper family functioning acts as a protec-
tive factor against various diseases. Family 
typology and composition may be associat-
ed with perceived family functionality. For 
example, Ordóñez et al found in a case-con-
trol study of 437 Mexican families with ad-
olescents that the single-parent typology 
(OR, 1.7), nonintegrated nucleus (OR, 1.9), 
and high family poverty (OR, 13.8) were 
risk factors (with concordant parent and 
guardian perceptions) for family dysfunc-
tion, while nuclear simple (OR, 0.4) and in-
tegrated nucleus (OR, 0.5) families were 
associated with functionality. In the pres-
ent study, family functionality in relation 
to composition was evaluated, identifying 
81% as functional. However, this result may 
be biased, as it depends on the patient’s per-
ception of their own family composition 
(eg, whom they consider family). Therefore, 
we propose complementing this assessment 
with the Family APGAR applied according 
to family typology to later compare both 
approaches6,26-29.

Family structures have evolved over 
time; however, the nuclear model with chil-
dren remains predominant, as observed in 
this study. Nonetheless, family typology is 
becoming increasingly diverse, and while 
kinship remains a stable criterion, forms 
of cohabitation have changed significant-
ly. Using traditional classifications based on 
physical presence in the household (PFH) 
described more than 20 years ago, over 10% 
of families could not be categorized. In con-
trast, the PFH classification proposed by 
the DMFHUUANL allowed classification 
of 100% of cases, highlighting differences 
where family composition is perceived very 
differently from family typology6,11,20,28,30-32.

Assessing family functionality in relation 
to both typology and composition is essen-
tial, as each implies different needs.

FAMILY LIFE CYCLE
In this study, lengthening of the Family Life 
Cycle (FLC) was observed: children remain 
longer in the parental home, delaying inde-
pendence and the empty nest stage. Addi-
tionally, following separations or divorces, 
it is common for children (single or with 
offspring) to return to their parents’ home. 
Increasing life expectancy and caregiving 
needs have also led to older adults cohabit-
ing with siblings or even with their parents. 
Furthermore, some patients currently have 

Table 6. Familial repetition patterns in 100 families (98%)

Education (76%) Occupation (75%) Substance use (45%) Past medical history (36%)

Bachelor’s degree 21% Homemaker 38% Alcohol use disorder 34% Diabetes mellitus 10%

Secondary school 16% Homemaker and employees 7% Alcohol and tobacco use 8% Hypertension 6%

High school 11% Mason 4% Tobacco use 3% Diabetes and hypertension 5%

Primary school 11% Merchant 4% Healthy 3%

Primary and secondary 7% Homemaker and mason 3% Cancer 2%

High school and bachelor’s 3% Employees 3% Stroke 2%

Illiterate 2% Homemaker and farmer 2% Diabetes with complication 2%

Other (1) 5% Homemaker and merchant 2% Hypertension with complication 2%

Engineer 2% Other (1) 4%

Other (1) 10%

n = 100.
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no children and/or choose not to have them. 
These dynamics create family configurations 
that do not always align with the stages pro-
posed in traditional family life cycles.

New family structures do not always fit 
within the classical FLC stages. For instance, 
Duvall’s cycle could not be applied in 16% of 
cases – a finding similar to McGoldrick and 
Carter’s model – while Geyman’s classification 
proved inflexible. In contrast, the WHO mod-
el showed greater adaptability, as it does not 
depend exclusively on marriage. We recom-
mend using the modified WHO family life cy-
cle for care purposes, as it allows integration of 
new family structures and classification of the 
index patient from either the family of procre-
ation or the family of origin16,20,22,33,34.

Overall, there remains an urgent need 
for systematic reviews and expert consensus 
in family medicine to standardize and up-
date family typology and life cycle classifica-
tions, enabling the identification of evolving 
family structures while remaining inclusive 
of new family types. Even McGoldrick and 
Carter’s FLC depends on couple formation 
and the arrival or departure of children. We 
recommend using different FLC classifica-
tions for educational purposes, as they help 
residents understand the stages and needs 
corresponding to family developmental 
tasks. Despite its relevance, few theorists 
have addressed this topic for contemporary 
clinical practice, underscoring the signifi-
cance and value of this study1,2,6,9,12,20,32.

The genogram not only enabled identifica-
tion of family typology and life cycle but also of 
familial patterns – recurrent events across two 
or more generations. In this study, nearly all 
families exhibited familial repetition patterns, 
allowing identification of family risk factors. 
From a medical perspective, substance use 
disorders and chronic diseases such as diabe-
tes and hypertension were prominent. Given 
the high prevalence of these patterns, we rec-
ommend conducting association studies to 
identify family characteristics linked to gen-
erational repetition of events, contributing to 
a better understanding of risk factors and po-
tential preventive interventions33-36.

Although not the main objective of 
this study, more than one-third of patients 
(35%) and/or their families met criteria to 
initiate the planned “family work” interven-
tion. The ease with which these criteria were 
identified using the initial family medical 
assessment proposed by the DMFHUUANL 
– applied at the first contact with the index 
patient – was noteworthy2,9.

CONCLUSIONS
Among 100 Mexican families attending fami-
ly medicine consultations, most index patients 
were young, single, female homemakers, 
Catholic, and residents of Monterrey, who pri-
marily consulted for pain or GI symptoms.

Greater functionality was observed in 
families with 4 + 1 and 5 + 1 members. The 
predominant typology was nuclear sim-
ple, integrated nucleus, traditional, and ser-
vice-based urban families. Most families were 
in the contraction phase of the WHO FLC.

The most frequent generational family pat-
terns were university-level education, home-
maker role, alcoholism, and diabetes mellitus.

We recommend analyzing the relation-
ship between family typology and function-
ality, using the DMFHUUANL classification 
to identify new family structures by PFH, 
and employing the Family Life Cycle model 
best suited to each case to correctly identify 
developmental tasks. Given the presence of 
repetition patterns, we suggest conducting 
case-control or cohort studies to establish 
associations and design risk-based preven-
tive interventions.

ACKNOWLEDGMENTS
The authors thank the faculty of the De-
partment of Family Medicine at UANL, A.F. 
Martínez-Rosales, and GEBIMed (Student 
Group for Bioethics and Research in Med-
icine) for their collaboration.

FUNDING
The authors declare that this study was con-
ducted with their own resources.



145

Y.G. Ordóñez-Azuara et al. �Medical-family clinical history in 100 Mexican families

CONFLICTS OF INTEREST

The authors declare no conflicts of interest.

ETHICAL CONSIDERATIONS

Protection of humans and animals. The au-
thors declare that no experiments were per-
formed on humans or animals for this study.

Confidentiality, informed consent, 
and ethical approval.  The authors fol-
lowed their institution’s confidentiality pro-
tocols, obtained informed consent from all 
patients, and received approval from the 
Research Ethics Committee. The study fol-
lowed SAGER guideline recommendations, 
in accordance with its nature.

Statement on the use of artificial intel-
ligence. The authors declare that no genera-
tive artificial intelligence tools were used in 
the preparation of this manuscript.

REFERENCES
1.	 Flores Martínez A, Pons Álvarez ON. La estructura y funcionali-

dad familiar en la salud. En: Anzures Carro R, Chávez Águilar V, 
García Peña MC, Pons Álvarez ON, coordinadores. Medicina fa-
miliar. 1ª ed. México: Editorial Corinter; 2024. p. 233–76. ISBN 
978-607-7618-98-0.

2.	 Gutiérrez Herrera RF, Ordóñez Azuara Y, Gómez Gómez C, 
Ramírez Aranda JM, Méndez Espinoza E, Martínez Lazcano F. 
Análisis sobre elementos de contenido en medicina familiar pa-
ra la identidad profesional del médico familiar. Rev Méd La Paz. 
2019;25(1):58–67.

3.	 Gutiérrez Herrera RF, Ordóñez Azuara YG. Dignificación y em-
poderamiento del médico familiar. En: Hernández Ávila F, Farfán 
Salazar G, coordinadores. Legado Médicos: 25 años de edu-
cación continua en Medicina Familiar. 1ª ed. México: Graphstyle 
Publishers; 2020. p. 132–7. ISBN 978-607-99120-0-0.

4.	 Martín Zurro A, Jodar Solá G. Atención familiar y salud comu-
nitaria. 3ª ed. España: Elsevier; 2023. ISBN 978-84-1383-280-8.

5.	 Instituto Mexicano del Seguro Social. Guía para el cuidado de la salud 
familiar [Internet]. México: IMSS; 2023 [cited 2025 Nov 4]. Available 
from: https://www.imss.gob.mx/salud-en-linea/guias-salud

6.	 Ordóñez Azuara Y, Gutiérrez Herrera RF, Méndez Espinoza E, 
Álvarez Villalobos NA, López Mata D, De la Cruz De la Cruz C. 
Asociación de tipología familiar y disfuncionalidad en familias 
con adolescentes de una población mexicana. Aten Primaria. 
2020;52(6):406–13. doi:10.1016/j.aprim.2020.02.011.

7.	 Rivas Santiago SS. Artículo histórico sobre la terapia familiar y su 
evolución en la medicina familiar. Rev Med Fam. 2022;8:93–100.

8.	 Zárate Hernández CE, Ovando DL, Ordóñez Azuara YG, 
Pardo Martínez A, Morales Hidalgo AM, Gutiérrez Herrera RF. 
Características sociodemográficas, clínicas y familiares de paci-
entes con trastornos mentales de una unidad médica familiar. 
Rev Méd La Paz. 2022;29(1):27–34.

9.	 Garza Elizondo T, Gutiérrez Herrera R. Trabajo con famili-
as. Abordaje médico e integral. 3ª ed. México, D.F.: El Manual 
Moderno; 2015. ISBN 978-607-448-500-4.

10.	 Ordóñez Azuara YG, Gutiérrez Herrera RF, Ramírez Aranda JM, 
Montelongo Rodríguez MJ, Correa Chapa RJ, Loyola Rosales LG. 
Descripción de un programa de intercambio educacional inter-
nacional para residentes de Medicina Familiar en México. Aten 
Primaria. 2022;54:102426.

11.	 McGoldrick M, Gerson R. Genogramas en la evaluación familiar. 
3ª reimp. Barcelona: Gedisa; 2000. ISBN 84-7432-493-9.

12.	 Estrada Charles AI. Relación de funcionalidad y composición fa-
miliar en familias atendidas por el departamento de Medicina 
Familiar del Hospital Universitario “Dr. José Eleuterio González” [te-
sis]. Monterrey: Universidad Autónoma de Nuevo León; 2022 [cited 
2025 Nov 4]. Available from: http://eprints.uanl.mx/id/eprint/24482

13.	 Roa Aya K, Rodríguez López JI, Aponte Franco SM. Instrumentos 
de evaluación de la funcionalidad familiar: una revisión integra-
tiva. Rev Cub Cuid Enferm. 2023;20(1):30-43.

14.	 Campo-Arias A, Caballero-Domínguez CC. Análisis factorial 
confirmatorio del cuestionario de APGAR familiar. Rev Colomb 
Psiquiatr. 2021;50(4):234-7. doi:10.1016/j.rcp.2020.01.003.

15.	 Gómez-Clavelina FJ, Ponce-Rosas ES. Una nueva propuesta pa-
ra la interpretación de Family APGAR. Aten Fam. 2010;17:102.

16.	 Bocanegra Hernández GT, Navarrete Ortiz AJ, Sánchez Vargas 
JG, Pérez Hernández A, Rosas Ramos M. Estudio de salud fami-
liar: aborto espontáneo y su impacto en la salud mental. Innov 
Desarr Tecnol Rev Digit. 2024;16(3):1233–41.

17.	 Rebelo L. Genograma familiar. O bisturi do Médico de Família. 
Rev Port Clin Geral. 2007;23:309–17.

18.	 Portillo García Z. Consejo Mexicano de Certificación en Medicina 
Familiar. Rev Mex Med Fam. 2022;9:3–4.

19.	 Consenso de Medicina Familiar. Conceptos básicos para el estu-
dio de las familias. Arch Med Fam. 2005;7:15–9.

20.	 Monges Villalba AR, Pavón Fleitas J. Caracterización de la estruc-
tura familiar de pacientes que acuden a un servicio de medicina 
familiar. Rev Med Fam Comun. 2024;1(1):44–51.

21.	 Prados Quel MA. La espiral del ciclo vital familiar. Form Med 
Contin Aten Prim. 2007;14(4):253–61.

22.	 Organización Mundial de la Salud. Índices estadísticos de la sa-
lud de la familia: informe de un Grupo de Estudio de la OMS. 
Ginebra: OMS; 1976. Reporte 587:1–91. ISBN 9243205870. 
Available from: https://iris.who.int/handle/10665/40938

23.	 Moratto Vásquez NS, Zapata Posada JJ, Messager T. 
Conceptualización de ciclo vital familiar: una mirada a la pro-
ducción durante el periodo comprendido entre los años 2002 a 
2015. Rev CES Psicol. 2015;8(2):103–21.

24.	 McGoldrick M, Carter B, Garcia-Preto N, editors. The expanded 
family life cycle: Individual, family, and social perspectives. 3rd 
ed. Boston: Allyn & Bacon; 2005.

25.	 Gutiérrez Capulín R, Díaz Otero KY, Román Reyes RP. El concepto 
de familia en México: una revisión desde la mirada antropológica 
y demográfica. Ciencia ergo-sum Rev Cient Multidisc Prospectiva 
[Internet]. 2016;23(3):219–28 [cited 2025 Nov 4]. Available from: 
https://www.redalyc.org/articulo.oa?id=10448076002

26.	 Ordóñez Azuara YG. Vulneración del derecho a la salud en fami-
lias trasnacionales de la comunidad rural mexicana. En: Ensayos 
selectos de bioética. México: Editorial UNAM; 2020. ISBN 978-
607-29-2577-9.

27.	 Villarreal Zegarra D, Paz Jesús A. Cohesión, adaptabilidad y com-
posición familiar en adolescentes del Callao, Perú. Propósitos 
Represent. 2018;5(2):21–64.

28.	 Soto-Araujo P, Salazar-Orozco F, Ramírez-Leyva DH, Valle-Iribe 
C, Medina-Serrano JM, Flores-Lujano J. Crisis, funcionalidad y ti-
pología familiar en pacientes con cáncer de mama. Aten Fam. 
2024;24(1):9–14 [cited 2025 Nov 4]. Available from: https://revis-
tas.unam.mx/index.php/atencion_familiar/article/view/83855

29.	 Funcionalidad familiar y conductas de riesgo en estudiantes univer-
sitarios de ciencias de la salud. Comuni@cción. 2022;13(2):127–37.

30.	 Morel S. Family diversity: Updating a household typology in the 
Swiss Household Panel. FORS Working Paper Series. 2023;(2023-
01). Lausanne: FORS; 2023. doi:10.24440/FWP-2023-00001.

31.	 Solís Nepomuceno D, Fernández Martínez SC, Robledo González 
M, Tino Parra IA, Damián Morales A, Díaz Ramírez LN. Salud fami-
liar: enfoque integral para transformar vidas y dinámicas. Innov 
Desarr Tecnol Rev Digit. 2025;17(1):531–44.

32.	 Barrientos-Acosta V, Mendoza-Sánchez HF, Sainz-Vázquez L, et 
al. Depresión y tipología familiar en un grupo de adolescentes 
mexicanos. Arch Med Fam. 2010;12(3):69–76.

33.	 Borrego Barbosa AV, Gualdrón Solano EL. Genograma y ecoma-
pa: herramientas de abordaje para el médico familiar. Desarro 
Econ Soc. 2021;10(1):44–60. doi:10.38017/23228040.744.

34.	 Johnston CA, Cavanagh SE, Crosnoe R. Family structure patter-
ns from childhood through adolescence and the timing of co-
habitation among diverse groups of young adult women and 
men. Dev Psychol. 2020;56(1):165–79. doi:10.1037/dev0000842.

35.	 Ordóñez Azuara YG, Gutiérrez Herrera RF, Dorckzac A. Introducción 
a la coordinación de la parentalidad en el trabajo con familias del 
médico familiar. 1ª ed. Amazon; 2023. ISBN 979-8863819846.

36.	 Ordóñez Azuara YG. Pareja tóxica: ¿es amor o padecemos amo-
rismo? Amazon; 2020. ASIN B08RVBXDF6. ISBN 9798586336996.

https://www.imss.gob.mx/salud-en-linea/guias-salud

