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Although a number of investigations have been con-
ducted on the information behavior of family historians,
we know little about the degree to which they system-
atically collect information on the causes of death and
major illnesses of ancestors. Such information, if reli-
able and accessible, could be useful to family physicians,
the families themselves, and to epidemiologists.This arti-
cle presents findings from a two-stage study of amateur
genealogists in the USA. An initial state-wide telephone
survey of 901 households was followed by in-depth inter-
views with a national sample of 23 family historians. Over
half of the responding households in the general survey
reported that someone in their family collects ancestral
medical data; this practice appears to be more common
among respondents who are women, older persons, and
those with higher incomes. In-depth interviews revealed
that this information is commonly collected by family
historians, and typically comes from death certificates,
secondarily from obituaries, and thirdly from word-of-
mouth or family records; most of these respondents col-
lected health information for reasons of surveillance of
their own health risks. Social-networking approaches to
encourage gathering of family data could aid in increased
awareness and surveillance of health risks. Implications
for health information seeking and applicable theories
are discussed.

Introduction

According to a poll conducted in 2000 (Maritz, 2000),
60% of the U.S. adult population is interested in genealogy.
Furthermore, 25% of Americans (over 60 million people)
have conducted genealogical research online (Pew Internet
and American Life Project, 2007). That makes the pursuit
of family history one of the most popular hobbies in North
America.
A growing number of studies have appeared, focused

on the information gathering of these amateur genealogists.
Starting in 1983(Sinko & Peters, 1983) and accelerating in
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number with the proliferation of genealogy Web sites in the
1990s, most recent investigations have used small samples
and have emphasized the use of Internet sources (Duff &
Johnson, 2003; Dulong, 1986; Fulton, 2005; Humble, 1999;
Kuglin, 2004;Wood, 2004;Yakel, 2004). Notable exceptions
to these two generalizations were a postal survey with 1,348
responses (Lambert, 1995a, 1995b, 1996) and Web-based
surveys by Drake (2001, with 4,109 respondents) and Veale
(2008, with 5,724 replies); all three employed large samples,
and the earliest was also conducted before the wide-spread
use of the World Wide Web.
Despite a growing number of studies, there is an impor-

tant element of family history that has been almost entirely
ignored in investigations of either genealogists or the general
public: the medical data that they collect. The earlier inves-
tigations of family historians neglected to ask an important,
health-related question: What information do they typically
collect regarding the diseases and causes of death of their
ancestors and family members? The most explicit mention
of health matters is from Lambert, who merely notes that
(1995a, p. 229) “Respondents in the health professions, for
example, typically expressed an interest in tracking diseases
in their family trees”; he does not say how widespread the
motivation was among other respondents. Correspondingly,
the only relevant survey of the general public was con-
ducted in 2004 by Parade magazine and Research!America
(Charlton Research Company, 2004); it found that 96% of
Americans thought family history to be important to health,
but fewer than 30% said they collected this information from
relatives.

Family History and Medical History

The term family history, as typically used in the medical
literature, refers to a patient’s response to a roster of standard
questions asked by a medical doctor or nurse, referring to
the incidence of disease among the patient’s immediate rel-
atives. Yet other medical publications discuss family history
in a broader sense: as reports from multiple relatives or other
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sources, extending back several generations. Various arti-
cles inmedical journals—includingGuttmacher, Collins, and
Carmona (2004); Murff, Spigel, and Syngal (2004); Eerola,
Blomqvist, Pukkala, Pyhrhonen, and Nevanlinna (2001);
Harlow and Fernandez (2005); Hunt, Gwinn, and Adams
(2003);Yoon et al. (2002); andYoon, Scheuner, and Khoury,
(2003)—have suggested that this latter type of family medi-
cal history is potentially very useful in surveillance of cancer,
heart disease, and other illnesses among family members.
Yoon et al. (2002, p. 304) declare that “family history of

a common, chronic disease is associated with relative risks
ranging from two to five times those of the general popula-
tion.” One example is Type II diabetes, in which the risk is 2.4
times greater if one’s mother suffers from diabetes, and four
times greater if both maternal and paternal relatives have it.
A more extreme correlation is found with prostate cancer, in
which one’s risk is eleven times greater than normal if three
first-degree relatives have been diagnosed with the condition.
While only about 5% of cancer cases have a strong basis

in family history, “a family history of cancer often is the
strongest known epidemiological factor that can be iden-
tified” (Stopfer, 2000, p. 348). Regarding coronary heart
disease, the connection between families and individuals
is even stronger: According to Kardia, Modell, and Peyser
(2003, p. 145) “the evidence appears quite strong that simple
family-history tools can be very efficient and accurate ways
of assessing familial occurrence of disease.”

Research Questions

Can the two types of “family medical histories” be use-
fully connected? Discussions with an officer of the Cancer
Information Service (CIS) of the Centers for Disease Control
and Prevention (CDC) led me to consider a two-stage inves-
tigation of this question. The main objective of the first stage
of this investigation was to determine the incidence of col-
lection of information about relatives’ diseases and causes of
death. Such an objective connects to the research agenda of
the Cancer Information Service, to the concerns of the U.S.
Surgeon General’s Family History Initiative (U.S. Depart-
ment of Health and Human Services, 2007), and to earlier
work of mine regarding the uptake and utility of genetic
screening tests, with special emphasis on Appalachian pop-
ulations (Case, Johnson, Andrews, Allard, & Kelly, 2004;
Case, Johnson, Andrews, & Allard, 2005). For the initial
investigation, the research question was as follows:

R1: What percentage of the general population collects infor-
mation on the diseases and causes of death of their family
members?

Given an opportunity to contribute a question to a state-
wide telephone survey, I saw the chance to obtain at least a
partial answer to this question. The results would not, how-
ever, provide details regarding specific practices of collecting
family health histories. Therefore I later added a second stage
to the study (described below), which concerns specific prac-
tices among family historians for the collection of medical

information. The following were the main research questions
for this stage:

R2: Who are family historians (in terms of age, gender,
experience, and research habits)?

R3: How often do they collect information about death and
disease among family members?

R4: From what sources does information about death and
disease originate?

R5: For what purpose do they collect such health-related
information?

Stage 1 Methodology

The Stage 1 data were derived from responses to questions
that were part of a state-wide telephone survey of noninstitu-
tionalized Kentucky residents 18 years of age or older. I was
allowed to ask only one, multipart, question in this survey,
which was to limit what I could learn through this method.
The survey was conducted from August 14 to September 6,
2006, by theUniversity ofKentucky SurveyResearchCenter.
The survey employed the standard Waksberg random-digit
dialing procedures, as well as the ACS-Query Computer-
Assisted Telephone Interviewing (CATI) system. A total of
2,732 phone numbers were called. There were a total of 314
ineligible persons contacted, and1,517 refusals or incomplete
surveys, resulting in a total of 901 interviews completed. The
response rate among eligible persons was 44.5% (CASRO,
2008). The margin of error for the sample was approximately
±3.3% at the 95 percent confidence level.
The survey as a whole included a total of 96 questions

submitted by a number of University of Kentucky researchers
on a variety of topics; due to the omnibus nature of the 96
questions, there was no screening of respondents for any par-
ticular question (e.g., interest in genealogy). For this project,
one 8-part question was included asking about the practices
of family historians regarding the collection of health-related
information about their relatives and ancestors.

Telephone Survey Questions

The main variable of interest was measured with a sin-
gle question: “Does anyone in your extended family keep a
record of the following medical conditions among your rel-
atives?” followed by a list of eight conditions: any type of
cancer, heart attacks or other heart disease, stroke, diabetes,
blindness, asthma, causes of death, and “other major diseases
or conditions not already mentioned.”
Several potential independent variables were measured

using standard demographic questions (see Table 1). These
data included gender, age, ethnicity, marital status, educa-
tion, employment, total household income (before taxes), and
community size.
All data analyses were performed using SPSSVersion 12.

Both linear and binary logistic regressions were performed
to determine which variables were significant predictors of
collecting family health history information. A level of 0.05
was selected as the criterion for statistical significance for all
analyses.
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TABLE 1. Background characteristics of the sample (N = 901).
Gender
Female 64%
Male 36%

Age (in years) M = 53
(SD= 16)

Marital status
Married 65%
Not married 35%

Education (summarized from 11 categories)
Less than high school graduate 13%
High school graduate or equivalency (GED) 36%
Some college 27%
Bachelor’s degree 12%
Some graduate school or graduate degree 12%

Household income (summarized from 14 categories)
$20,000 or less 23%
$20,000–40,000 24%
$40,000–70,000 27%
$70,000 or more 27%

Racial/Ethnic background
White 93%
African American 4%
Hispanic, Asian, or Multiple Ethnicities 3%

Stage 1 Results

Telephone Survey Sample Characteristics

Of the 901 respondents (seeTable 1), 36.4%weremale and
63.6%were female, with a mean age of 53. Respondent char-
acteristics were compared with 2005 Kentucky census data
estimates (U.S. CensusBureau, 2008).The survey population
appeared roughly representative of the population of Ken-
tucky in demographic terms, yet somewhat whiter (93.4% in
the sample versus 90.4% in the population), and somewhat
better educated (87% high school graduates in the sample,
versus 74% in the population). The sample was, however,
predominantly female, as is the case with many telephone
surveys; women are more likely to be home and to agree to
be interviewed. By design the sample was older than the
state average for the adult population, as only those 18 years
or above were sampled. Given that the main question asked
about the practices of the family rather than the individual,
however, these demographic differences should not matter
greatly.

Responses to Questions About Family History

A majority of the respondents reported that someone in
their family kept track of medical conditions within their
family and of ancestors, including causes of death. The most
common conditions tracked were blindness (81.3%), asthma
(70%) and “any other major disease” (82.6%); most of the
other conditions drew a “yes” response from between 53%
and 63% of the respondents. See Table 2 for a summary of
these responses.
It is intriguing that blindness, asthma, and unspecified

“other major diseases” are the most commonly recorded;

TABLE 2. Percentage of sample whose family records medical conditions
(N = 901).
%Answering “Yes” to Each Medical Condition

Any other major disease not named below 83%
Blindness 81%
Asthma 70%
Stroke 63%
Cause of death 58%
Diabetes 56%
Heart attack or cardiac 54%
Cancer 53%

however, it may be that these are more easily observed than
internal conditions, such as cancer and heart disease. Likely
candidates for these “other major diseases” could be arthri-
tis, respiratory conditions, or allergies; a longer checklist
would have helped identify them. Perhaps respondents were
thinking of the possibilities found on the extensive check-
lists frequently used by physicians in taking a family medical
history.

Logistic Regressions

Several binomial logistic regressions on the different out-
come variables (e.g., collecting information on relatives’
blindness or asthma) were conducted to determine predic-
tors of whether or not respondents would record data on
health conditions of their relatives. In this case, logistic
regression analysis creates an equation that predicts whether
respondents will say “yes” or “no” to the question about
whether their family records such information. The results
are expressed as an odds ratio, a measure of effect size in
which the ratio of the odds of a “yes” response occurring are
compared to the odds of a “no” response, for the particular
variables examined. An odds ratio of 1 indicates that either
response would be equally likely. See Table 3 for the details
of these results, by medical condition recorded.
For most of the analyses two of four variables—gender,

and either age, household income before taxes (as a set of
14 categories), or presence of elderly in the household—
proved to be predictive of responding “yes” to each of the
eight questions.
In the case of collecting relatives’ causes of death and

instances of stroke, the most powerful predictor was female
gender, followed by income. However, for both cancer and
heart disease as recorded conditions, the two most predic-
tive variables were gender and age. Regarding the remaining
health conditions, the results were either other inconclusive
or weak. No variables predict the recording of blind relatives,
for example. For asthma, only age was strongly predictive,
and female gender marginally so. For “any other major dis-
ease not mentioned” only female gender and the presence of
elderly (65 years or older) in the household were predictive
of data collection.
In summary, the two most predictive variables for each

health condition were used to classify respondents as to their
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TABLE 3. Logistic regression of yes-no responses for tracking family health conditions.

95% Confidence ratio
Health condition Predictive variable Odds ratio interval (lower-upper) Significance Model

Cause of death Female gender 1.65 1.22–2.27 p < 0.01
Total household income 1.06 1.01–1.11 p = 0.01 χ2(2, N= 901)= 14.28, p < 0.01

Cancer Female gender 1.55 1.16–2.07 p < 0.01
Age (in years) 1.01 1.01–1.02 p < 0.01 χ2(2, N= 901)= 19.68, p < 0.01

Heart disease Female gender 1.41 1.06–1.87 p = 0.02
Age (in years) 1.02 1.01–1.03 p < 0.01 χ2(2, N= 901)= 20.20, p < 0.01

Diabetes Female gender 1.38 1.04–1.84 p < 0.03
Age (in years) 1.02 1.01–1.03 p < 0.01 χ2(2, N= 901)= 23.37, p < 0.01

Stroke Female gender 1.51 1.09–2.09 p = 0.01
Total household income 1.08 1.03–1.14 p < 0.01 χ2(2, N= 901)= 15.07, p < 0.01

likelihood of collecting information. The results revealed that
information seeking regarding four health conditions (causes
of death, cancer, heart disease, and diabetes) could be pre-
dicted by examining the two demographic variables in each
model (gender, and either age, income, or presence of elderly
in household). For another two conditions, stroke and “other
diseases,” gender and income were somewhat predictive.
It is important to note that, despite robust levels of sig-

nificance, the success at correct classification was relatively
modest: from 57.3 to 69.5% correct in the successful analy-
ses; in other words, the formulas were only able to improve
on chance assignment to a “yes” or “no” answer by only a
few percentage points in several of the conditions.

Multiple-Regression Analysis

One final statistical analysis was conducted. A multiple-
regression analysis was conducted to assess how well female
gender and household income predicted how many “yes”
responses were given to the series of eight questions (see
Table 4). An index of “yes” responses was created (mean
of 3.27, median of 2), and regressed with the two most pre-
dictive variables: gender and total household income before
taxes. With two predictor variables entered simultaneously,
themodel was significant,F(2, 694)= 7.436, p= .001. How-
ever, only a tiny percentage (R2= 0.021) of the variance
was accounted for by the two predictor variables. Individ-
ual coefficients assessed how well each alone predicted the
criterion variable. Female gender was the strongest predic-
tor of recording multiple health conditions (Beta= −0.120,
p< 0.01). Household income also predicted more collection
of health data (Beta= −0.106, p= 0.01). Given the frequent

TABLE 4. Summary of multiple regression analysis for variables predict-
ing collection of facts regarding health problems of relatives (N = 901).
Variable B SEB Beta

Female gender 0.81 0.26 0.12*
Household income 0.10 0.04 0.11*

Note. R2= .02. ∗p< .01

number of “yes” responses there could be a ceiling effect for
the index, which would render the statistics less powerful.
That variables such as gender, income, and age can pre-

dict information practices, of course, not surprising in itself;
this has been a common finding of other information-seeking
studies. Women are much more likely to practice geneal-
ogy than men, for example, and older and wealthier people
often have more free time to spend on hobbies. Being older
oneself, or having an older adult around the home would
likely encourage the respondent to be more aware of medical
conditions.

Stage 1 Limitations

Given that this investigation took place in the context of
an omnibus telephone survey of 96 disparate questions, the
number of questions that could be asked about information
practices was limited to one. Due to this fact, there are a
number of things we don’t know about the responses, par-
ticularly their accuracy. In addition to the usual problems
with self-reports of behavior, the initial question (“Does any-
one in your extended family keep a record . . .”) asks about
the behavior of others as well as oneself. It is easy to imagine
that responses would overestimate the degree to which health
conditions are recorded by other family members in cases in
which the respondent was not the one doing the recording.
In addition the sample may not be representative of a larger
population. While this was a random sample of 2,732 phone
numbers (from among a population of more than 4 million),
thereweremany refusals, leading to an effective response rate
of just 44.5% of eligible respondents.We know that the result
over-sampled women (63.6% of the respondents), a com-
mon problem in surveys of this type. Also, it may be that the
population of Kentucky differs in systematic ways that bias
the results.
More important than issues of sampling are problems

with the unit of analysis. The survey asked whether some-
one in the family collects health-related information on the
family;wedonot know if the personwho answered the survey
was indeed the person who records such data, or if someone
else in the family does. So the demographic data is of limited
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use, as gender and age apply to the individual level of analysis
rather than the household; however, household income and
family composition data do apply to the individual answering
the questions.
So there are several reasons why these data are flawed

and might be inconclusive; a fuller study of another large
sample, with more specific questions, could shed light on the
true incidence and depth of the collection of family health
history. The second-stage interviews were intended to clarify
how extensive and reliable are the data collected by family
historians.

Stage 2 Methodology

The telephone survey had two troubling limitations. First,
I was restricted to a single question. Also, the methodology
did not allow for any screening that would have allowed me
to focus on families who practiced genealogy. Therefore I
followed up on the telephone survey with in-depth interviews
with a sample of family historians. The goal of this stage of
the investigation was to learn more about the practices of
amateur genealogists, what kinds of health data they collect
(if any), the source and accuracy of such data, and how people
viewgenetic influences on their health.A total of 29 questions
were addressed in the 30-to-45-minute interviews.

Stage 2 Results

Sample Characteristics

In Stage 2 a nonrandom sample of 23 respondents were
interviewed. Participants for the interviews were solicited
through the Kentucky Genealogical Society (13 respondents)
and Internet genealogical discussion groups (10 participants,
originating from eight different U.S. states). Between April
2007, and January 2008, 23 interviewswere conducted (20 by
telephone and three in person). Thirteen respondents (57%)
were female and 43% male—a gender breakdown parallel to
the Stage 1 sample, and possibly representative of a hobby
that is predominately female (e.g., in Drake’s 2001 study of
4,109 genealogists, 72% were female, and among Veale’s
2008 sample of 5,724, or 71%, were female). Seven respon-
dents were in their 50s, seven in their 60s, and four in their
70s, with only five being younger than 50 years of age. They
had been collecting information on their families for between
2 and 50 years, with an average of 19 years of experience. The
amount of time spent on genealogy ranged from an estimated
1 hour permonth to 160 hours,with an average of 37 hours per
month (about half of the sample were retired individuals, and
two were doing full-time research for other family historians,
which accounts for these high numbers) and a median of 18
hours/month. Every respondent used a computer for keeping
track of family history information, and allmade ample use of
the Internet, particularly the Ancestry.com site, which is the
largest gateway to genealogy databases and discussion lists.
Thirteen respondents were able to say approximately (some-
times exactly) how many unique individuals were recorded

in their personal GEDCOM database; totals ranged from 500
to 60,000 names, with an average of roughly 16,000 and a
median of 4,600 names.
Regarding the key health-related questions indicated

above, 43% of those interviewed said that they “always”
record ancestors’ cause of death, and 26% “almost always”
record it, whenever such information is available; only 9%
“never” record cause of death. Respondents said that the
source of that information is typically a death certificate
(61%), less often an obituary (39%; multiple answers were
allowed), or and sometimes another source, such as a family
Bible or reports of family members (i.e., “word-of-mouth”;
30%). While death certificates are the most authoritative
source, problems exist with these, including multiple causes
of death,wrong diagnosis (surprisingly common in autopsies,
according to Ravakhah, 2006, and Kircher, Nelson, & Burdo,
1985), and antique terminology (e.g., “dropsy”) that does not
map directly onto current diagnoses. Obituaries may have
additional problems, particularly vague terminology due to
ignorance or politeness.
Regarding major illnesses, the pattern is less clear. Sixty-

one percent of respondents said that they “sometimes” cap-
ture such data, and 30% “always” or “almost always” do; yet
every single respondent pointed out that such information
is often missing. When available, information about disease
tends to come from personal documents (e.g., individual let-
ters or narratives), which are obviously of limited reliability.
The only reliable sources of disease information are death cer-
tificates, and (more rarely) special files kept by public-health
agencies during epidemics of cholera, yellow fever, or flu.
Regarding the purpose of recording family health infor-

mation overmultiple generations, themost common response
was that it could be useful in spotting “trends,” i.e., in surveil-
lance of potential risks; 86% said that they did see such
health trends, the most common being some form of heart
disease, identified by 53%, followed by cancer (32%), tuber-
culosis (21%), and stroke (13%). Seven other conditionswere
mentioned. A small number said that they collected health
information simply because they collected every fact they
could find.

Stage 2 Limitations

Obviously the data gathered in Stage 2 suffers from a
small, nonrandom sample; they may not be representative
of family historians in North America, much less elsewhere.
Also, in all cases respondent self-reports could not be veri-
fied, and may suffer from the demand characteristics of the
interview situation.

Discussion

One might reasonably ask whether there is anything to
be gained by questioning amateur genealogists and other
non–health professionals whether they collect health-related
information, especially given problems with the reliability of
information collected. There is an important reason for doing
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so, despite the aforementioned limitations of the present
studies: to form an understanding of this particular activ-
ity and social group, such that the considerable energy that
they devote to their hobby can be harnessed in the service
of promoting public health. Indeed, the motivation for the
U.S. Surgeon General’s Family History Initiative is to pro-
mote awareness of genetic and lifestyle risk factors, and to
encourage adults to record relevant data to pass on to both
their physicians and their children. Several years of publicity
campaigns by health organizations have made only modest
changes in the behaviors of both the public and their physi-
cians, less than half of whom take a complete health history
of two or more generations (Rich, et al., 2004). Thus, a new
approach needs to be developed.

The Link between Genealogy and Public Health

Because of the disease burden imposed on society by
various forms of cancer, along with heart disease, diabetes,
asthma, and a few other common illnesses, public-health offi-
cials in the United States and other nations have repeatedly
sponsored public-information campaigns (Backer, Rogers, &
Sopory, 1992; Fishbein&Cappella, 2006;Hornik, 2002;Rice
& Atkin, 2001) to call more attention to such diseases and
change individual behaviors that might contribute to their
incidence.
In the past most public-information campaigns employed

the mass media (television, radio, and print) to spread
the word regarding health hazards and healthy behaviors.
In recent years an increasing awareness of the impor-
tance of social networks has led to more community-based
approaches to influencing public knowledge and behavior
(Lomas, 1998;Renger, Steinfelt&Lazarus, 2002;Viswanath,
2008). For example, Viswanath, Steele, and Finnegan (2006)
make the case that virtual communities offer an opportunity
to change health outcomes through exploitation of the social
ties that bind such groups together, because their electronic
interactions are “likely to contribute to interpersonal discus-
sion and interactions that may heighten attention to messages
in the environment that could lead to better learning about
health” (p. 1460).
The evidence is that patients often seek information from

sources outside the health care system—from the mass
media, telephone helplines, friends, relatives, and, increas-
ingly, via online sources (Carlsson, 2000; Dutta-Bergman,
2005; Lambert & Loiselle, 2007; Rice & Katz, 2001; Snipes,
Ingram & Jiang, 2005). In addition, various scholars (e.g.,
Cassell, Jackson, &Cheuvront, 1998; Cline&Haynes, 2001;
Hardey, 2001; Neuhauser & Kreps, 2003) make the impor-
tant point that health-related Internet sites result in patients
forming relationships with other health-care consumers,
transforming them into producers of health knowledge (i.e.,
providing information about themselves interactively), rather
than merely passively consuming health information posted
by organizations. The high-profile, electronic health-record
projects of Microsoft and Google will accelerate this trend
(Lohr, 2008; Schonfeld, 2008). Both Microsoft and Google

have devised Web-based systems for patients to keep their
own medical records online, based on information they
exchangewith their health-care provider. Both systems antic-
ipate the eventual arrival of personal health records (PHR),
probably in the form of persistent URLs.
As indicated by various earlier studies (Veale, 2008;Yakel,

2004) family historians already have extensive online com-
munities composed of individuals who correspond regularly
via message boards and through email.Veale (2004) explains
that

As a hobby, genealogists rarely participate in isolation—
rather genealogy requires, and creates, community . . . geneal-
ogists correspond with others to enquire on kinship connec-
tions, previous research, and sources of family history data.
The relationships forged are rarely discarded; rather, initial
conversations often turn into long-term relationships.

Some of these communities are formed based on where
members live, ranging from geographic entities like cities,
counties, states, provinces, and regions; for example, most
counties in the eastern United States have a local geneal-
ogy Web site and message board. The largest international
site, Ancestry.com, claims nearly 3 million members who
have posted over 17 million messages on over 161,000
message boards. Other online groups are formed by peo-
ple with the same or similar last names, irrespective of
geography; FamilyTreeDNA, one the largest of the genetic
testing labs for genealogy, sponsors nearly 5,000 family name
projects, which in turn involve over 200,000 individuals.
These individuals can be both motivated to compile and
update comprehensive family medical histories, and to share
these histories among their family members and with their
own physicians—some of whom who must also be encour-
aged to recognize the importance of family history (Yoon,
Scheuner, & Khoury, 2003).
Thus, one approach to addressing the problem of inade-

quate family health histories is to drawupon the enthusiasmof
self-organized clusters of family historians, who already have
extensive social networks. These genealogical communities,
especially those sponsored by the DNA-testing labs, are ripe
grounds for the promotion of what Dutta-Bergman (2005,
p. 3) calls “health consciousness,” i.e., “enduring involve-
ment in the domain of health . . . a continual interest in health
issues.”

Implications for Theory

The implications for theory are several. It has long been
appreciated that issue salience is key to motivating both
information seeking and subsequent action based on the
information obtained (e.g., Moorman & Matulich, 1993;
Dutta-Bergman, 2005). Taking the salience of cancer risk as
one example: Over 61% of the adult population of the United
States have “close family members” who have had cancer.
In an earlier survey of Kentucky residents (Case et al., 2004,
2005; Kelly, Andrews, Case, Allred, & Johnson, 2007), 47%
said that cancer “ran in their family,” and over a third stated
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that they worry (“often” or “sometimes”) about their familial
susceptibility to cancer. Thus, many people have a family his-
tory of cancer or other inheritable risks, are concerned about
those risks, and so are open to influence regarding the topic.
Czaja, Manfredi, and Price (2003, p. 531) say that studies of
cancer patients and their families find that a key contextual
determinant of health-related information seeking is “con-
cern about getting cancer and having a family member or
personal friend treated for cancer.”
Theories about promoting healthy lifestyles via persuasive

means typically make use of “antecedents” or “background
influences,” like personal experience, perceived risk for
disease, and individual demographics, in order to shape atti-
tudes, beliefs, intentions, and behaviors through some kind
of intervention, such as a mass-media campaign (Fishbein
& Capella, 2006). As Noar (2006) points out in his review
of reports since 1996, at least 14 types of theory have been
applied in recent health campaigns; among the most com-
monhavebeen the health-beliefmodel, the theory of reasoned
action, social-learning theory, social-cognitive theory, and the
stages of change model.
Noar’s (2006) review suggests that future approaches

should encourage interpersonal communication, make use of
communities and social networks, and might involve “inter-
active health communication” (p. 32). Cassell et al. (1998),
along with Cline and Haynes (2001), also advocate these
ideas as regards the Internet. Cassell et al. (1998, p. 77)
describe the Internet as “a hybrid channel with the per-
suasive capabilities of interpersonal communication” with
great potential for “Internet-based public-health interven-
tions.” Cline and Haynes (p. 687) note that “framing Internet
use as health communication invites social-systems and
social-influence theoretical frameworks.”
In the context of the present investigation, targeting online

genealogical communities and recruiting their members as
change agents would be in line with “stages of change” trans-
theoretical models, such as that of Prochaska, DiClemente,
and Norcross (1992), a point also made by Cassell et al.
(1998) in regards to Internet interventions in general. In a
review of hundreds of studies of addictive behaviors (e.g.,
smoking, drinking, overeating) Prochaska and his colleagues
concluded that individuals cycle through five stages on
their way to successful behavior changes: precontemplation,
contemplation, preparation, action, and maintenance. In an
initial, precontemplation, stage, family historians and their
families might be asked simply to collect information in
such a way that it can be used by family members to better
inform their health-care providers of possible risks; they are
not asked to achieve the more difficult goal of ceasing risky
behaviors like smoking, or implementing changes in diet or
exercise (if needed).Yet, by collecting their own information
about the pattern of illnesses in their own family, they will
be primed for later messages about these additional steps in
the contemplation and preparation stages. In the meantime,
they will have provided useful information to the health-care
system that may lead to more careful monitoring of health
risks by their physician.

This confluence of circumstances—a renewed apprecia-
tion for the power of social networks and the emergence
of the Internet for trading of health and other personal
information—can be exploited in the service of public health.
A concerted effort to collect information on more distant rel-
atives could be reasonably reliable and add valuable data
to both individual health records and existing registries for
cancer and other preventable conditions.
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