
880 |     Clin Transl Sci. 2021;14:880–889.www.cts-journal.com

Received: 5 June 2020 | Revised: 11 November 2020 | Accepted: 13 November 2020

DOI: 10.1111/cts.12950  

A R T I C L E

Outreach to new mothers through direct mail and email: 
recruitment in the Early Check research study

Ryan S. Paquin1 |   Megan A. Lewis1 |   Blake A. Harper1 |   Rebecca R. Moultrie1 |   
Angela Gwaltney1 |   Lisa M. Gehtland1 |   Holly L. Peay1 |   Martin Duparc1 |   
Melissa Raspa1 |   Anne C. Wheeler1 |   Cynthia M. Powell2 |   Nancy M. P. King3 |    
Scott M. Shone4 |   Donald B. Bailey Jr1

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial License, which permits use, distribution and reproduction in any medium, 
provided the original work is properly cited and is not used for commercial purposes.
© 2020 The Authors. Clinical and Translational Science published by Wiley Periodicals LLC on behalf of the American Society for Clinical Pharmacology and Therapeutics.

1RTI International, Research Triangle 
Park, North Carolina, USA
2University of North Carolina at Chapel 
Hill School of Medicine, Chapel Hill, 
North Carolina, USA
3Wake Forest School of Medicine, 
Winston-Salem, North Carolina, USA
4North Carolina State Laboratory of 
Public Health, Raleigh, North Carolina, 
USA

Correspondence
Ryan S. Paquin, RTI International, Center 
for Communication Science, 100 South 
5th St., Ste 1977, Minneapolis, MN 
55402, USA.
Email: rpaquin@rti.org

Funding information
National Center for Advancing 
Translational Sciences of the 
National Institutes of Health, Grant/
Award Number: U01TR001792 and 
UL1TR001111; Eunice Kennedy Shriver 
National Institute of Child Health and 
Human Development, Grant/Award 
Number: HHSN27500003

Abstract
Meeting recruitment targets for clinical trials and health research studies is a notable 
challenge. Unsuccessful efforts to recruit participants from traditionally underserved 
populations can limit who benefits from scientific discovery, thus perpetuating ineq-
uities in health outcomes and access to care. In this study, we evaluated direct mail 
and email outreach campaigns designed to recruit women who gave birth in North 
Carolina for a statewide research study offering expanded newborn screening for a 
panel of rare health conditions. Of the 54,887 women who gave birth in North Carolina 
from September 28, 2018, through March 19, 2019, and were eligible to be included 
on the study’s contact lists, we had access to a mailing address for 97.9% and an email 
address for 6.3%. Rural women were less likely to have sufficient contact information 
available, but this amounted to less than a one percentage point difference by ur-
banicity. Native American women were less likely to have an email address on record; 
however, we did not find a similar disparity when recruitment using direct-mail letters 
and postcards was concerned. Although we sent letters and emails in roughly equal 
proportion by urbanicity and race/ethnicity, we found significant differences in enroll-
ment across demographic subgroups. Controlling for race/ethnicity and urbanicity, 
we found that direct-mail letters and emails were effective recruitment methods. The 
enrollment rate among women who were sent a recruitment letter was 4.1%, and this 
rate increased to 5.0% among women who were also sent an email invitation.

Study Highlights
WHAT IS THE CURRENT KNOWLEDGE ON THE TOPIC?
Under-representation by traditionally underserved populations in clinical trials and health 
research is a challenge that may in part reflect inequitable opportunities to participate.
WHAT QUESTION DID THIS STUDY ADDRESS?
Are direct-mail and email outreach strategies effective for reaching and recruiting 
women from traditionally underserved and rural populations to participate in large-
scale, population-based research?
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INTRODUCTION

Investigators leading clinical trials and health research 
studies often have difficulty recruiting sufficient numbers 
of research participants to meet study targets, and engag-
ing individuals from traditionally underserved popula-
tions is an additional challenge.1–4 In the United States, 
traditionally underserved populations, including mem-
bers of racial-ethnic minority groups and people living in 
rural areas, experience disproportionate barriers to health 
services. Recruitment challenges are amplified when at-
tempting to study rare health conditions and outcomes. 
Failure to recruit traditionally underserved populations 
in health research may exacerbate uncertainty about the 
prevalence of a condition or outcome within subpopula-
tions and have the unintended effect of minimizing the 
benefits of scientific discovery for under-represented 
groups.5,6

Here, we evaluate direct mail and email outreach ap-
proaches implemented during phase I of a multiphase re-
cruitment strategy for Early Check, an ongoing statewide 
newborn screening (NBS) research study.7 Early Check is 
a large-scale, population-based study designed to expand 
the evidence base available to inform NBS policy by of-
fering screening for a panel of conditions not included in 
standard NBS. In additional to the indirect societal ben-
efit, Early Check returns screening results to parents. 
Newborns who screen positive may benefit from shorten-
ing the diagnostic process or the potential for earlier access 
to recommended care and management, investigational 
interventions, genetic counseling, and other resources 
made available through Early Check. The large majority 
(estimated at > 95%) of newborns will not screen positive 
through Early Check, and thus will not benefit in these 
ways. Recruitment for Early Check aims to inform all eli-
gible parents about the opportunity to enroll their infants, 
with broad representation across racial-ethnic groups and 
other sociodemographic characteristics (for example, 
urbanicity8).

Recruitment context: The Early Check 
research study

Early Check screens newborns for a panel of pediatric-onset 
conditions, beginning with spinal muscular atrophy (SMA) 
and fragile X syndrome as initial prototypes. SMA is a rare 
life-threatening genetic condition that affects about 1 in 
10,000 newborns in the United States.9 Fragile X syndrome 
is the most common single-gene cause of inherited intellec-
tual disability, affecting ~ 1 in 7,000 men and 1 in 11,000 
women.10 All newborns were eligible for Early Check during 
phase I if they were < 4 weeks old at the time of enrollment, 
had NBS in North Carolina, and were residents of either North 
Carolina (NC) or South Carolina (hereafter referred to collec-
tively as the Carolinas). The legally authorized representative 
of an eligible newborn—typically the biological mother—is 
able to give permission for her infant to participate in Early 
Check through an online permission portal that was launched 
on October 15, 2018 (https://portal.Early Check.org).

Through a data sharing agreement with the NC State 
Laboratory of Public Health (NCSLPH), Early Check con-
ducts postnatal outreach by direct mail and email using 
contact information for mothers who gave birth and whose 
newborns had NBS in the state. Once a mother enrolls her 
newborn, investigators match demographic data collected on 
NBS cards with enrollment data from the Early Check on-
line permission portal. Once matched, the Early Check lab-
oratory pulls samples from the dried bloodspots of enrolled 
newborns and tests them for the Early Check conditions.

At the start of phase I, a 28-day postnatal enrollment win-
dow was set retroactively so that mothers who had given birth 
as early as September 17, 2018, were eligible to enroll their 
newborns. The enrollment window was changed to 31 days on 
January 3, 2019, and carried through the remainder of phase 
I. As a result, babies born on the last day of this outreach 
phase (March 19, 2019) remained eligible to enroll through 
April 19, 2019. Early Check also allows prenatal enrollment 
for residents of the Carolinas who are at least 13 weeks preg-
nant and plan to have their baby in North Carolina.

WHAT DOES THIS STUDY ADD TO OUR KNOWLEDGE?
Despite sending recruitment letters and email invitations in roughly equal proportion 
by urbanicity and race/ethnicity, women living in rural areas were less likely to enroll 
(2.8%) than women from urban areas (4.2%). Additionally, enrollment rates decreased as 
the probability that women were members of a racial or ethnic minority group increased.
HOW MIGHT THIS CHANGE CLINICAL PHARMACOLOGY OR 
TRANSLATIONAL SCIENCE?
Results from this study might encourage researchers to take a holistic and participant-
centered view of barriers to study enrollment that may disproportionately affect un-
derserved communities, including differences in willingness to participate, trust, and 
access to resources needed for uptake.

https://portal.EarlyCheck.org
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Statewide outreach and recruitment approach

The principal phase I outreach activities included (1) a per-
sonalized, direct-mail letter printed on letterhead from the 
NCSLPH signed by an NCSLPH designated representa-
tive (initially the NCSLPH director and subsequently the 
NC Chief Medical Officer), along with an Early Check-
branded flyer insert, and (2) an email invitation with con-
tent matching the direct-mail letter. The letters and emails 
were sent postnatally to all women listed along with a valid 
mailing or email address in the NC NBS records. The ini-
tial outreach mailing lists were compiled on the day the 
permission portal was made public and included all women 
who had sufficient contact information and had given birth 
as early as September 28, 2018 (18  days before launch). 
Subsequent mailing lists were compiled daily with new 
data received from the NCSLPH.

Secondary outreach activities implemented before and 
during phase I included creation of an informational Early 
Check website (www.Early Check.org); presentations and 
meetings with health care providers, hospital staff, and rel-
evant professional organizations in NC; press releases and 
local media coverage11; and minimal social media activities 
designed to establish a barebones presence on Facebook 
and Twitter (i.e., Early Check pages that we made public on 
October 1, 2018, along with 8 Facebook posts and 6 Tweets 
that month announcing the Early Check launch). The social 
media component was expanded in phase II—which began 
March 20, 2019—to include more frequent posts and paid ad-
vertising on Facebook and Instagram (see Guillory et al.12). 
During phase I, we also conducted a statewide experiment 
to test whether enrollment rates would be improved by send-
ing a reminder postcard to women who had been sent a let-
ter 7  days earlier. The first batch of postcards was sent on 
February 20, 2019, and the experiment continued into phase 
II, with the last postcards sent April 1, 2019. For additional 
information about the rationale and formative work behind 
the Early Check outreach strategy, please see Bailey et al.7

In this paper, we examine the following research questions:

• Research Question 1: Are traditionally underserved or 
rural populations less likely to have sufficient contact in-
formation in NBS records and thus less likely to be sent a 
direct-mail or email invitation to enroll in Early Check?

• Research Question 2a: How do direct-mail recruitment 
letters, email invitations to enroll, and reminder postcards 
affect enrollment, controlling for race/ethnicity, urbanicity, 
and birth hospital affiliation with Early Check research 
partners?

• Research Question 2b: Are enrollment rates lower among 
traditionally underserved populations?

• Research Question 3: Did sending a reminder postcard a 
week after the recruitment letter improve enrollment rates?

METHODS

We used several data sources to conduct these analyses: (1) 
NBS records gathered from the NCSLPH and augmented 
with data collected as part of the Early Check laboratory 
workflow; (2) information collected from mothers through 
the Early Check electronic permission portal at the time 
of enrollment; (3) census-tract level population data from 
the 2013–2017 American Community Survey 5-year esti-
mates (ACS);13–16 (4) 2010 Rural-Urban Commuting Area 
codes17; (5) web analytics data gathered through Google 
Analytics to track permission portal traffic and usage; and 
(6) undeliverable-mail summary reports from Professional 
Mail Services, Inc. (PMSI), our direct mail service pro-
vider. When possible, we merged data from the first four 
sources—NCSLPH, the Early Check permission portal, 
tract-level population data, and Rural-Urban Commuting 
Area codes—to create an analytic dataset for which birth 
mothers were the unit of analysis. Google Analytics data 
were not linked to any personal information, and in accord-
ance with our privacy policy, we made no effort to con-
nect website user data with individual-level data from other 
sources. PMSI submitted undeliverable mail reports to us 
that we aggregated into monthly counts, precluding us from 
combining these with data from the other sources. As a re-
sult, analyses involving the Google Analytics or undeliv-
erable-mail data were treated separately from the primary 
analytic dataset.

The combined dataset includes all records for babies born 
from September 17, 2018, through March 19, 2019, using the 
date of birth listed in the NCSLPH data as the filtering vari-
able. Because women could enroll newborns up to 4 weeks 
after they were born, we waited to gather and consolidate 
records until April 19, 2019, the last possible postnatal en-
rollment date for those born during phase I. Women were al-
lowed to enroll prenatally, so we included records for babies 
with an enrollment date on or before March 19, 2019, even 
if they were born after that date. We excluded these records 
from some analyses examining the effects of our direct mail 
and email campaigns.

Starting on February 20, 2019, and continuing through 
April 1, 2019, we mailed reminder postcards to a random 
half of NC residents who had given birth and whose newborn 
underwent NBS in the state. Postcards were scheduled to be 
sent 7 days after the initial recruitment letters, so women who 
were sent letters from February 13, 2019, through March 25, 
2019, were included in the experiment.

Please see Supplementary Material for methodological 
details concerning data preparation, measures, and statistical 
analysis. In addition to describing our approach to geocoding, 
deduplication, and random assignment in the postcard exper-
iment, these materials also include operationalization details 
for enrollment, contact via direct mail and email, urbanicity, 

http://www.EarlyCheck.org
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race/ethnicity, birth hospital affiliation with Early Check 
research partners, and enrollment-window adjustments. 
The Office of Human Research Ethics at the University of 
North Carolina at Chapel Hill (UNC-CH) serves as the cen-
tral Institutional Review Board for the Early Check research 
study.

RESULTS

Descriptive statistics

After removing duplicate NBS records associated with re-
peat samples and multiple births per mother, we estimated 
that 56,457 women living in the Carolinas gave birth to 
babies who underwent NBS in NC (see Table 1). As ex-
pected, most were NC residents (97.9%), and many lived 
in an urban area (81.2%). A notable proportion of women 
(17.7%) gave birth at one of six hospitals affiliated with 
Early Check’s institutional research partners (i.e., UNC-CH 
School of Medicine; Wake Forest School of Medicine; or 
Duke University. See Supplementary Material for a list of 
affiliated hospitals).

Most women (97.9%) who gave birth on or after September 
28, 2018, and thus met the minimum qualification to be added 
to the recruitment letter mailing lists, had sufficient contact in-
formation to do so. Including women who gave birth before that 
date, we sent letters to 95.1% of all families who were eligible 
to enroll in Early Check during phase I. A total of 2,531 letters 
were returned as undeliverable through March 2019 (~ 4.7% 
of the letters that were sent). By way of contrast, only 6.3% of 
women who gave birth on or after September 28, 2018, had 
an email address listed in their NBS records (6.2% of all eligi-
ble). In practice, everyone who was sent an email was also sent 
a letter. Reminder postcards were sent to a randomly selected 
group comprising half of NC residents listed in the NCSLPH 
dataset during a 6-week pilot study. In all, 11.4% of new moth-
ers were sent a postcard, not accounting for 358 postcards that 
were returned as undeliverable. We estimate that 3,110 people 
from the Carolinas visited the permission portal at least once 
from October 15, 2018, through March 19, 2019. Overall, 4.0% 
(n = 2,257) of the women who were eligible during the phase I 
period enrolled their newborns in Early Check. Only 38 women 
enrolled prenatally, which is not surprising given the emphasis 
on postnatal outreach and recruitment in phase I.

Race and ethnicity estimates from the permission portal, 
NBS records, and the imputation approach using 2013–2017 
ACS 5-year data are shown in Table 2. The NBS records were 
missing race and ethnicity data from 15.0% (n = 8,285) of 
NC residents and appear to overestimate the white, black, and 
other racial categories while underestimating the American 
Indian or Alaska Native and Hispanic categories compared 
with the race and ethnicity distributions reported in NC 

Department of Health and Human Services (NCDHHS) fer-
tility statistics for the year 2018. The ACS estimates for all 
births appear to under-represent the proportion of non-His-
panic white alone, non-Hispanic black alone, and Hispanic 
women who gave birth during the phase I period. The ACS 
estimates also appear to exaggerate the proportion of non-His-
panic women of other races or who are multiracial. Among 
women who enrolled their newborns in Early Check during 
phase I, just over half (50.4%; n = 1,111) provided self-re-
ported race and ethnicity information when they signed up. 
Given the large amount of missing race and ethnicity data 
from the permission portal and NBS records, we used the 
ACS estimates when constructing our predictive models. 
Results concerning racial and ethnic differences should be 
interpreted cautiously, recognizing that they are based on 
rough estimates.

T A B L E  1  Characteristics of North or South Carolina residents 
who gave birth in North Carolina or enrolled in Early Check from 
September 17, 2018, through March 19, 2019 (N = 56,457)

Characteristic n %

Enrolled in Early Check

Postnatal 2,219 3.9

Prenatal 38 0.1

Did not enroll 54,200 96.0

Outreach methods

Recruitment letter

Sent a recruitment letter 53,716 95.1

No recruitment letter sent 2,741 4.9

Personalized email invitation

Sent a personalized email 
invitation

3,476 6.2

Not sent an email invitation 52,981 93.8

Reminder postcard

Sent a reminder postcard 6,425 11.4

Not sent a reminder postcard 50,032 88.6

State of residence

North Carolina 55,268 97.9

South Carolina 1,189 2.1

Urbanicity

Urban 45,861 81.2

Rural 10,575 18.7

Unknown 21 0.1

Birth hospital affiliation

Yes, affiliated with an Early Check 
research partner

10,018 17.7

No, not affiliated with an Early 
Check research partner

46,439 82.3

Note: In the case of multiple births and repeat samples, we used location data 
from the earliest record for each mother to establish residency.
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Disproportionate representation in contact lists

To address research question 1, we conducted three logistic re-
gression models examining whether traditionally underserved 
or rural populations were less likely to be added to the Early 
Check direct-mail or email contact lists because their data were 
not listed in NBS records (see Table 3). As a standard operating 
procedure, Early Check sent outreach materials to all women 
who had not already enrolled and who had sufficient contact 
information listed in the NBS records that we received from the 
NCSLPH. With that in mind, differences by urbanicity or race 
and ethnicity reflect variations in record-keeping standards at 
hospitals across the state or individual differences among new 
mothers in the availability of postal or email addresses.

Urbanicity significantly affected whether women were 
sent recruitment letters and email invitations, but not re-
minder postcards. Residents of urban census tracts were 
more likely to have been sent recruitment letters (97.94%; 
SE = 0.08) compared with residents of rural areas (97.16%; 
SE  =  0.19), odds ratio (OR)  =  1.39; 95% confidence in-
terval (CI) 1.19–1.63; p < 0.001. Urban mothers were also 
more likely (6.67%; SE = 0.20) than rural mothers (4.63%; 
SE  =  0.33) to have been added to the email contact list, 
OR = 1.48; 95% CI 1.26–1.74; p < 0.001.

Giving birth in a hospital affiliated with one of Early Check’s 
institutional research partners—UNC-CH, Wake Forest School 
of Medicine, or Duke University—was also significantly asso-
ciated with the likelihood of being added to the recruitment let-
ter mailing list and the email contact list. Controlling for other 
variables in the model, we found that a greater percentage of 
women who gave birth at a partner-affiliated hospital (98.78%; 
SE = 0.11) were sent recruitment letters compared with women 
who gave birth elsewhere in the state (97.59%; SE  =  0.09), 
OR = 2.00; 95% CI 1.64–2.43; p < 0.001. Women who gave 
birth at partner-affiliated hospitals were also more likely to have 
an email address available and thus to have been sent an email 
invitation (12.10%; SE = 0.50) than were new mothers who 
gave birth at other facilities (5.04%; SE = 0.18), OR = 2.60; 
95% CI 2.32–2.91; p < 0.001.

The only differences by race and ethnicity were ob-
served in the model for the email contact list. For each per-
centage point increase in the likelihood that a new mother 
was non-Hispanic American Indian or Alaska Native alone 
relative to the likelihood she was non-Hispanic white alone 
given her census tract of residence, the odds that she had an 
email address listed and thus was sent an email invitation 
significantly decreased, OR  =  0.98; 95% CI 0.97–0.99; 
p < 0.001.

T A B L E  2  Estimated race and ethnicity of North Carolina residents who gave birth from September 17, 2018, through March 19, 2019

Race/ethnicity

Early Check enrollees (N = 2,204) All births (N = 55,268)
2018 
NCDHHSSelf-report ACS estimate NBS record ACS estimate

n % % n % % %

White 753 67.8*** 63.4*** 26,179 55.7*** 55.3*** 54.3

Black 76 6.8*** 15.7*** 12,040 25.6*** 22.4*** 24.1

American Indian 10 0.9 0.9* 558 1.2** 1.4 1.4

Hispanic 119 10.7*** 11.3*** 5,643 12.0*** 13.9*** 15.4

Other 153 13.8*** 8.7*** 2,563 5.5*** 7.0*** 4.7

Total 1,111 100.0a 100.0b 46,983 100.0c 100.0d 100.0

Note: Self-report = Self-reported race and ethnicity collected through the permission portal from motherss who enrolled a child in Early Check. ACS estimate = Race 
and ethnicity based on census tract–level proportions among women of reproductive age who reported giving birth in the past 12 months on the ACS, using 5-year 
estimates for the years 2013–2017. NBS record = Race and ethnicity recorded on the NBS bloodspot form and reported in NCSLPH data. 2018 NCDHHS = NC 
resident birth for female mothers ages 15–44 by race and ethnicity of the mother, drawn from 2018 NCDHHS fertility statistics. Significance levels reported in the 
Self-report, ACS estimate, and NBS record columns are from two-sample tests of proportions comparing proportions by race and ethnicity in the 2018 NCDHHS 
percentage column.
ACS, American Community Survey; EC, Early Check; NBS, newborn screening; NC, North Carolina; NCDHHS, North Carolina Department of Health and Human 
Services; NCSLPH, NC State Laboratory of Public Health.
aThere were 1,093 (49.6%) NC residents who enrolled in Early Check in this time period and did not provide race or ethnicity information when they signed up. These 
missing cases were excluded from the data reported in the self-report columns. 
bThere were 91 (4.0%) NC residents who enrolled in Early Check in this time period and could not be matched to the relevant ACS race and ethnicity data. These 
missing cases were excluded from the data reported in the estimate columns. 
cThere were 8,285 (15.0%) NC residents who gave birth during this time period and did not have race or ethnicity information recorded when the bloodspot was 
collected. These missing cases were excluded from the data reported in the NBS record column. 
dThere were 2,216 (4.0%) NC residents who gave birth during this time period and could not be matched to the relevant ACS race and ethnicity data. These missing 
cases were excluded from the data reported in the estimate column. 
***p < 0.001; **p < 0.01; *p < 0.05. 
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Postnatal enrollment rates

With regard to research question 2a, results from our logistic re-
gression model predicting Early Check enrollments (see Table 
4) show that recruitment letters had the strongest overall im-
pact on enrollment rates (OR = 39.07; 95% CI 12.32–123.95; 
p < 0.001). Converting this effect into estimated marginal pro-
portions controlling for all other variables in the model, we 
found that 4.13% (SE = 0.11) of women who were sent a re-
cruitment letter ultimately enrolled in Early Check versus only 
0.11% (SE = 0.07) of women who were not sent a letter. Email 
invitations had an additional positive impact on enrollments, 
such that the odds of enrolling among women who were sent an 
email was 1.33 times the odds among women who were not sent 
an email (95% CI 1.14–1.55; p < 0.001). In other terms, hold-
ing all else constant, 5.03% (SE = 0.36) of women who were 
sent an email invitation enrolled in Early Check versus 3.85% 
(SE = 0.10) of women who were not sent an email. In answer 
to research question 3, the reminder postcards did not have a 
significant impact on enrollments (OR  =  0.98; SE  =  0.08; 
p = 0.802). This last finding is consistent with results from a 
cluster-adjusted, stratified Mantel-Haenszel test of independ-
ence restricted to data from the postcard experiment and test-
ing whether assignment to the letter-plus-postcard condition 
influenced enrollment, χ2

Mantel-Haenszel (1, N = 12,365) = 0.35; 
p = 0.557.

In response to research question 2b, we found that several 
demographic characteristics affected whether women en-
rolled in Early Check postnatally. Women who lived in urban 
census tracts were more likely to enroll (4.16%; SE = 0.11) 
compared with women in rural areas (2.85%; SE  =  0.19), 
OR = 1.48; 95% CI 1.29–1.71; p < 0.001. Giving birth in 
a hospital affiliated with one of Early Check’s institutional 
research partners significantly affected how likely women 
were to enroll, OR = 1.68; 95% CI 1.50–1.89; p < 0.001. All 
else being equal, a greater percentage of women who gave 
birth at a partner-affiliated hospital enrolled in Early Check 
(5.75%; SE = 0.29) compared with women who gave birth 
elsewhere in the state (3.51%; SE = 0.10). We also found ev-
idence of differences in whether women enrolled a newborn 
in the study given the estimated racial and ethnic distribution 
among women who had given birth in the past 12  months 
within the census tract where she lived. The odds of en-
rolling decreased for each percentage point increase in the 
likelihood that a birth mother was non-Hispanic black alone 
(OR  =  0.99; 95% CI 0.99–0.99; p  <  0.001), non-Hispanic 
American Indian or Alaska Native alone (OR = 0.99; 95% 
CI 0.99–1.00; p = 0.023), or Hispanic (OR = 0.99; 95% CI 
0.99–1.00; p < 0.001). Last, the odds of enrolling increased 
with the number of days that a woman’s postnatal enrollment 
window crossed into the phase II outreach period (OR = 1.01; 
95% CI 1.01–1.02; p < 0.001), hinting at the effectiveness of 

Predictor

Letter Email Postcard

OR SE OR SE OR SE

Urbanicity (reference = rural)

Urban 1.39*** 0.11 1.48*** 0.12 1.02 0.42

Race/ethnicity (reference = white)

Black 1.00 0.00 1.00 0.00 1.00 0.00

American Indian 1.00 0.00 0.98*** 0.01 0.99 0.02

Hispanic 1.00 0.00 1.00 0.00 1.01 0.01

Other 1.00 0.00 1.00 0.00 1.00 0.01

Birth hospital affiliation (reference = not affiliated)

Affiliated with an 
Early Check 
research partner

2.00*** 0.20 2.60*** 0.15 0.82 0.32

Constant 31.01 2.36 0.04 0.00 161.66 67.91

Model fit statistics

N 54,887 54,887 6,433

LL −5,777.54 −12,573.83 −221.18

χ2(6) 75.03*** 352.36*** 1.78

R2
McFadden’s 0.01 0.03 0.01

Note: The analysis excludes 18 women for whom geolocation data were insufficient to compute urbanicity. In 
the case of multiple births and repeat samples, we used location data from the earliest record for each mother.
OR, odds ratio; SE, robust standard errors that allow for clustering by census tracts.
***p < 0.001. 

T A B L E  3  Logistic regression analysis 
predicting whether North or South Carolina 
residents who gave birth in North Carolina 
from September 28, 2018, through March 
19, 2019, were added to the Early Check 
mailing lists by urbanicity, estimated race 
and ethnicity, and Early Check birth hospital 
affiliation
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social media campaigns implemented after March 19, 2019 
(see Guillory et al.12).

Discussion

Early Check was envisioned as a research study that would 
enroll diverse participants from across NC while supporting 
meaningful, voluntary informed permission. As an expres-
sion of the core values of the project, we set out to develop 
a system in which the opportunity to participate would be 
presented to nearly all eligible birthing mothers (~ 120,000 
per year), to routinely evaluate and improve our outreach 

and recruitment methods, and to establish an electronic per-
mission (i.e., consent) procedure that extends beyond mini-
mal legal requirements to more fully promote autonomous 
choice.18–20

To achieve education about the project and parental per-
mission on a statewide scale, we could not rely primarily on 
an in-person recruitment model. Although permission rates in 
other NBS studies using in-person recruitment have been as 
high as 73%,21,22 eligibility in these studies was restricted to 
a small number of birth hospitals in a single city. Reaching as 
many eligible families about Early Check as we did through 
direct mail or email in phase I would not have been possi-
ble—financially or logistically—using an in-person process 

Predictor OR SE p

95% CI

LL UL

Letter (reference = Not sent a recruitment letter)

Sent a recruitment letter 39.07 23.01 <0.001 12.32 123.95

Email (reference = Not sent an email invitation)

Sent a personalized email 
invitation

1.33 0.10 <0.001 1.14 1.55

Postcard (reference = Not sent a reminder postcard)

Sent a reminder postcard 0.98 0.08 0.802 0.83 1.15

Urbanicity (reference = Rural)

Urban 1.48 0.11 <0.001 1.29 1.71

Race/ethnicity (reference = White)

Black 0.99 0.00 <0.001 0.99 0.99

American Indian 0.99 0.00 0.023 0.99 1.00

Hispanic 0.99 0.00 <0.001 .99 1.00

Other 1.00 0.00 0.141 1.00 1.01

Birth hospital affiliation (reference = Not affiliated)

Affiliated with an Early 
Check research partner

1.68 0.10 <0.001 1.50 1.89

State of residence (reference = South Carolina)

North Carolina 0.84 0.11 0.191 0.65 1.09

Baby’s date of birth 1.00 0.00 0.237 1.00 1.00

Number of days 
enrollment window 
crossed into phase II

1.01 0.00 <0.001 1.01 1.02

Number of days 
permission portal 
unavailable

1.01 0.01 0.241 0.99 1.02

Additional days postnatal 
enrollment window

0.94 .03 0.083 0.89 1.01

Constant 0.00 .00 0.152

Note: Log-likelihood = −9060.03, χ2(14) = 339.93, p < 0.001, R2
McFadden’s = 0.03. N = 56,398. The analysis 

excluded 21 women for whom geolocation data were insufficient to compute urbanicity and 38 women who 
enrolled their children prenatally. In the case of multiple births and repeat samples, we used location data from 
the earliest record for each mother.
CI, confidence interval; LL, lower limit of the 95% CI; OR, odds ratio; SE, robust standard errors that allow for 
clustering by census tracts; UL, upper limit of the 95% CI.

T A B L E  4  Logistic regression 
analysis predicting postnatal Early Check 
enrollments among North or South Carolina 
residents who gave birth in North Carolina 
from September 17, 2018, through March 
19, 2019, by phase I outreach method, 
urbanicity, estimated race and ethnicity, and 
Early Check birth hospital affiliation
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over the same time period. However, the benefit of reaching 
more people across the state was likely tempered by the re-
quirement that mothers enroll within 4 weeks of giving birth. 
This narrow postnatal enrollment window was set to ensure 
that newborns with SMA would be identified before the onset 
of signs and symptoms.

Under-representation in clinical trials and health re-
search may reflect unwillingness to participate but may 
also be a matter of unequal access.6,23 Our findings indi-
cate that rural women and those who did not give birth in 
a partner-affiliated hospital were somewhat less likely to 
have sufficient contact information collected through NBS 
records, leading to disproportionate omission from the 
Early Check direct-mail and email contact lists. However, 
the differences in the proportion who were sent recruitment 
letters were less than one percentage point between urban 
and rural women and only a little more than a percentage 
point between those who gave birth at affiliated versus un-
affiliated hospitals. These results provide little evidence of 
systemic bias in terms of who was sent at least one type of 
outreach material. That said, we are unable to determine 
whether letters were disproportionately returned as unde-
liverable for some demographic subgroups compared with 
others. Notwithstanding this limitation, the results demon-
strate that equitable distribution of information about Early 
Check was possible through a combination of direct mail 
and email.

Direct-mail letters had the largest impact on enroll-
ment, followed by email invitations. Roughly 4% of the 
women who were sent a recruitment letter enrolled in the 
study. The overall enrollment rate among women who 
were also sent a personalized recruitment email was about 
5%—a 25% increase in enrollments compared with direct 
mail alone. Our use of these outreach strategies tracked 
well with response rates in consumer marketing appli-
cations, where response rates across sectors range from 
1% to 3% for letter-size mailings and < 1% for email.24 
Outreach in Early Check was several times more effective 
than recruitment outcomes observed in other large-scale 
studies using direct-mail and email outreach, where re-
ported enrollment rates from these methods range from 
less than 1% to 2%.25–27 Although Baca-Motes et al.28 
achieved a 9% enrollment rate from an optimized recruit-
ment campaign comprising 3 emails plus 2 mailings sent 
over a 3-week period, their enrollment rates from direct 
mail alone, email alone, or an email with a single re-
minder did not exceed 1%. Our findings indicate that the 
reminder postcards were ineffectual, and we discontinued 
sending them after the pilot experiment ended. Despite 
the added efficacy of email invitations over letters alone, 
this strategy had substantially lower reach because of the 
limited number of NCSLPH records with an email address 
listed. Naturally, some records lacked an email address 

because the birth mother had none to record; however, 
we presume that the majority were left blank because of 
the novelty of the fields used to collect emails and phone 
numbers on the NC NBS filter forms, which were added 
shortly before Early Check launched.

Although we sent letters in roughly equal proportion by 
urbanicity and race/ethnicity, we found significant differ-
ences in enrollment across demographic subgroups. Women 
living in rural areas were less likely than women from urban 
areas to enroll a child in Early Check. Additionally, the 
higher the probability that the birth mother was a member 
of a minority racial or ethnic group, the lower the likelihood 
that she enrolled her child in Early Check. We also found 
greater enrollment rates among women who gave birth at 
a hospital affiliated with an Early Check research partner. 
All of these demographic associations with study enrollment 
were additive and not dependent on the outreach methods 
used.

The reasons for these demographic differences are likely 
complex and might reflect concerns about participating 
in research that stem from a history of exclusion or salient 
past examples of unethical treatment of racial and ethnic mi-
nority populations in medical research.29 Relatedly, lower 
enrollment rates may partly be an expression of completely 
legitimate preferences not to be involved in the project. We 
also recognize that the opportunity to enroll may have been 
blunted in practice by limited availability of internet access. 
For example, in 2018, 86% of NC households had internet 
access at home, ranging from 68% in predominantly rural 
Robeson County to as high as 95% in Wake County where 
the city of Raleigh is located. Visiting the online permission 
portal is likely a barrier for some women.

Overall, direct-mail recruitment letters and email invi-
tations were effective outreach methods showing a positive 
impact on Early Check enrollment rates, controlling for race/
ethnicity, urbanicity, and birth hospital affiliation with Early 
Check research partners. Following up recruitment letters 
with a reminder postcard a week later showed no improve-
ment in enrollment rates. Traditionally underserved or rural 
populations were not substantially less likely to have suffi-
cient contact information listed in NBS records, nor were 
they disproportionately excluded from the Early Check con-
tact lists. However, echoing findings from other studies, we 
found decreased enrollment rates among underserved popu-
lations and rural populations.

ACKNOWLEDGMENTS
Sharon Barrell edited and formatted the final manuscript in 
preparation for submission. Kibri Hutchison Everett assisted 
with geocoding.

CONFLICT OF INTEREST
All authors declared no competing interests for this work.



888 |   PAQUIN et Al.

FUNDING
The National Center for Advancing Translational Sciences 
of the National Institutes of Health (Award #U01TR001792 
and UL1TR001111) provides core funding for Early Check 
and supports linkages with university partners. The Eunice 
Kennedy Shriver National Institute of Child Health and 
Human Development (Award #HHSN27500003) provides 
support for laboratory testing, diagnostic confirmation, 
and short-term follow-up for infants who screen positive 
for spinal muscular atrophy. The John Merck Fund pro-
vides support for research activities related to fragile X 
syndrome, including a pilot early intervention program and 
a telegenetic counseling program. Asuragen provides rea-
gents and equipment for fragile X screening and diagnostic 
confirmation. Cure SMA provided funds to purchase some 
of the equipment needed to screen for spinal muscular atro-
phy. The content is solely the responsibility of the authors 
and does not necessarily represent the official views of the 
National Institutes of Health or any of the other project 
funders. The funding bodies played no role in study data 
collection, analyses, interpretation of results, or writing 
this manuscript. The awards from the National Center for 
Advancing Translational Sciences were peer reviewed by 
the funding body.

AUTHOR CONTRIBUTIONS
R.S.P., M.A.L., B.A.H., R.M., L.M.G., H.L.P., N.M.P.K., 
and D.B.B. wrote the manuscript. R.S.P., M.A.L., B.A.H., 
R.M., A.G., L.M.G., H.L.P., M.D., M.R., A.C.W., C.M.P., 
N.M.P.K., S.M.S., and D.B.B. designed the research. R.S.P., 
M.A.L., B.A.H., R.M., A.G., L.M.G., H.L.P., M.D., M.R., 
A.C.W., C.M.P., N.M.P.K., S.M.S., and D.B.B. performed 
the research. R.S.P. and A.G. analyzed the data.

REFERENCES
 1. Bishop WP, Tiro JA, Sanders JM, Craddock Lee SJ, Skinner CS. 

Effectiveness of a community research registry to recruit mi-
nority and underserved adults for health research. Clin Transl Sci. 
2015;8:82-84.

 2. Ilori TO, Viera E, Wilson J, et al. Approach to high volume enroll-
ment in clinical research: experiences from an All of Us Research 
Program site. Clin Transl Sci. 2020;13:685–692.

 3. McGovern K, Karn CF, Fox K, Epilepsy Phenome/Genome Project 
Investigators. Surpassing the target: how a recruitment campaign 
transformed the participant accrual trajectory in the epilepsy phe-
nome/genome project. Clin Transl Sci. 2015;8:518-525.

 4. Tramm R, Daws K, Schadewaldt V. Clinical trial recruitment—a 
complex intervention? J Clin Nurs. 2013;22:2436-2443.

 5. Ford ME, Siminoff LA, Pickelsimer E, et al. Unequal burden of 
disease, unequal participation in clinical trials: solutions from 
African American and Latino community members. Health Soc 
Work. 2013;38:29-38.

 6. Sankaré IC, Bross R, Brown AF, et al. Strategies to build trust 
and recruit African American and Latino community residents for 
health research: a cohort study. Clin Transl Sci. 2015;8:412-420.

 7. Bailey DB Jr, Gehtland LM, Lewis MA, et al. Early Check: trans-
lational science at the intersection of public health and newborn 
screening. BMC Pediatr. 2019;19:238.

 8. Hall SA, Kaufman JS, Ricketts TC. Defining urban and rural areas 
in U.S. epidemiologic studies. J Urban Health. 2006;83:162-175.

 9. Lally C, Jones C, Farwell W, Reyna SP, Cook SF, Flanders WD. 
Indirect estimation of the prevalence of spinal muscular atro-
phy type I, II, and III in the United States. Orphanet J Rare Dis. 
2017;12:175.

 10. Hunter J, Rivero-Arias O, Angelov A, Kim E, Fotheringham I, 
Leal J. Epidemiology of fragile X syndrome: a systematic review 
and meta-analysis. Am J Med Genet A. 2014;164A:1648-1658.

 11. Murawski J. You can get your baby tested for two rare genetic dis-
orders—for free. The Charlotte Observer. 2018. https://www.charl 
otteo bserv er.com/news/state/ north -carol ina/artic le220 442830.
html. Accessed May 22, 2020.

 12. Guillory J, Jordan A, Paquin RS, et al. Using social media 
to conduct outreach and recruitment for expanded newborn 
screening. Front Commun. 2020;5:21. https://doi.org/10.3389/
fcomm.2020.00021

 13. U.S. Census Bureau. Fertility, 2013–2017 American Community 
Survey 5-year estimates [Data File]. 2018a. https://data.census.
gov/cedsc i/table ?q=S1301 %3A%20FER TILIT Y&hideP revie 
w=true&tid=ACSST 5Y2017.S1301. Accessed May 22, 2020.

 14. U.S. Census Bureau. Selected characteristics of the total and native 
populations in the United States, 2013–2017 American Community 
Survey 5-year estimates [Data File]. 2018b. https://data.cen-
sus.gov/cedsc i/table ?q=S0601 %3A%20SEL ECTED %20CHA 
RACTE RISTI CS%20OF%20THE %20TOT AL%20AND %20NAT 
IVE%20POP ULATI ONS%20IN%20THE %20UNI TED%20STA 
TES&hideP revie w=true&tid=ACSST 5Y2017.S0601. Accessed 
May 22, 2020.

 15. U.S. Census Bureau. ACS demographic and housing estimates, 
2013–2017 American Community Survey 5-year estimates 
[Data File]. 2018c. https://data.census.gov/cedsc i/table ?q=D-
P05%3A%20ACS %20DEM OGRAP HIC%20AND %20HOU 
SING%20EST IMATE S&hideP revie w=true&tid=ACSDP 
5Y2017.DP05. Accessed May 22, 2020.

 16. U.S. Census Bureau. Sex by age, 2013–2017 American Community 
Survey 5-year estimates [Data File]. 2018e. https://data.cen-
sus.gov/cedsc i/table ?q=B0100 1%3A%20SEX %20BY%20
AGE &hideP revie w=true&tid=ACSDT 5Y2017.B0100 1&vinta 
ge=2017. Accessed May 22, 2020.

 17. U.S. Department of Agriculture, Economic Research Service. 
2010 Rural-urban commuting area codes (revised 7/3/2019) [Data 
File]. 2019. https://www.ers.usda.gov/data-produ cts/rural -urban 
-commu ting-area-codes.aspx. Accessed May 22, 2020.

 18. Beauchamp TL, Childress JF. Principles of Biomedical Ethics, 7th 
edn. New York, NY: Oxford University Press; 2019.

 19. Faden RR, Beauchamp TL. A History and Theory of Informed 
Consent. New York, NY: Oxford University Press; 1986.

 20. Wilbanks J. Design issues in E-consent. J Law Med Ethics. 
2018;46:110-118.

 21. Bailey DB Jr, Bann C, Bishop E, Guarda S, Barnum L, Roche M. 
Can a decision aid enable informed decisions in neonatal nursery 
recruitment for a fragile X newborn screening study? Genet Med. 
2013;15:299-306.

 22. Wasserstein MP, Caggana M, Bailey SM, et al. The New York pilot 
newborn screening program for lysosomal storage diseases: report 
of the First 65,000 Infants. Genet Med. 2019;21:631-640.

https://www.charlotteobserver.com/news/state/north-carolina/article220442830.html
https://www.charlotteobserver.com/news/state/north-carolina/article220442830.html
https://www.charlotteobserver.com/news/state/north-carolina/article220442830.html
https://doi.org/10.3389/fcomm.2020.00021
https://doi.org/10.3389/fcomm.2020.00021
https://data.census.gov/cedsci/table?q=S1301%3A FERTILITY&hidePreview=true&tid=ACSST5Y2017.S1301
https://data.census.gov/cedsci/table?q=S1301%3A FERTILITY&hidePreview=true&tid=ACSST5Y2017.S1301
https://data.census.gov/cedsci/table?q=S1301%3A FERTILITY&hidePreview=true&tid=ACSST5Y2017.S1301
https://data.census.gov/cedsci/table?q=S0601%3A SELECTED CHARACTERISTICS OF THE TOTAL AND NATIVE POPULATIONS IN THE UNITED STATES&hidePreview=true&tid=ACSST5Y2017.S0601
https://data.census.gov/cedsci/table?q=S0601%3A SELECTED CHARACTERISTICS OF THE TOTAL AND NATIVE POPULATIONS IN THE UNITED STATES&hidePreview=true&tid=ACSST5Y2017.S0601
https://data.census.gov/cedsci/table?q=S0601%3A SELECTED CHARACTERISTICS OF THE TOTAL AND NATIVE POPULATIONS IN THE UNITED STATES&hidePreview=true&tid=ACSST5Y2017.S0601
https://data.census.gov/cedsci/table?q=S0601%3A SELECTED CHARACTERISTICS OF THE TOTAL AND NATIVE POPULATIONS IN THE UNITED STATES&hidePreview=true&tid=ACSST5Y2017.S0601
https://data.census.gov/cedsci/table?q=S0601%3A SELECTED CHARACTERISTICS OF THE TOTAL AND NATIVE POPULATIONS IN THE UNITED STATES&hidePreview=true&tid=ACSST5Y2017.S0601
https://data.census.gov/cedsci/table?q=DP05%3A ACS DEMOGRAPHIC AND HOUSING ESTIMATES&hidePreview=true&tid=ACSDP5Y2017.DP05
https://data.census.gov/cedsci/table?q=DP05%3A ACS DEMOGRAPHIC AND HOUSING ESTIMATES&hidePreview=true&tid=ACSDP5Y2017.DP05
https://data.census.gov/cedsci/table?q=DP05%3A ACS DEMOGRAPHIC AND HOUSING ESTIMATES&hidePreview=true&tid=ACSDP5Y2017.DP05
https://data.census.gov/cedsci/table?q=DP05%3A ACS DEMOGRAPHIC AND HOUSING ESTIMATES&hidePreview=true&tid=ACSDP5Y2017.DP05
https://data.census.gov/cedsci/table?q=B01001%3A SEX BY AGE&hidePreview=true&tid=ACSDT5Y2017.B01001&vintage=2017
https://data.census.gov/cedsci/table?q=B01001%3A SEX BY AGE&hidePreview=true&tid=ACSDT5Y2017.B01001&vintage=2017
https://data.census.gov/cedsci/table?q=B01001%3A SEX BY AGE&hidePreview=true&tid=ACSDT5Y2017.B01001&vintage=2017
https://data.census.gov/cedsci/table?q=B01001%3A SEX BY AGE&hidePreview=true&tid=ACSDT5Y2017.B01001&vintage=2017
https://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes.aspx
https://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes.aspx


   | 889
OUTREACH TO NEW MOTHERS THROUGH DIRECT MAIL AND EMAIL: RECRUITMENT IN THE 
EARLY CHECK RESEARCH STUDY

 23. Yancey AK, Ortega AN, Kumanyika SK. Effective recruitment 
and retention of minority research participants. Annu Rev Public 
Health. 2006;27:1-28.

 24. Miller RK, Washington K. Consumer Marketing 2018–2019, 5th 
edn. Miramar, FL: Richard K. Miller & Associates; 2018.

 25. Crane MM, LaRose JG, Espeland MA, Wing RR, Tate DF. 
Recruitment of young adults for weight gain prevention: random-
ized comparison of direct mail strategies. Trials. 2016;17:282.

 26. Goldman V, Dushkin A, Wexler DJ, et al. Effective recruitment 
for practice-based research: lessons from the REAL HEALTH-
Diabetes Study. Contemp Clin Trials Commun. 2019;15:100374.

 27. Tate DF, LaRose JG, Griffin LP, et al. Recruitment of young adults 
into a randomized controlled trial of weight gain prevention: mes-
sage development, methods, and cost. Trials. 2014;15:326.

 28. Baca-Motes K, Edwards AM, Waalen J, et al. Digital recruitment 
and enrollment in a remote nationwide trial of screening for undi-
agnosed atrial fibrillation: lessons from the randomized, controlled 
mSToPS trial. Contemp. Clin. Trials Commun. 2019;14:100318.

 29. George S, Duran N, Norris K. A systematic review of barriers 
and facilitators to minority research participation among African 
Americans, Latinos, Asian Americans, and Pacific Islanders. Am J 
Public Health. 2014;104:e16-31.

 30. U.S. Census Bureau. Presence and types of internet subscrip-
tions in household, 2018 American Community Survey 1-year 
estimates [Data File]. 2018d <https://data.census.gov/cedsc 
i/table ?q=B2800 2%3A%20PRE SENCE %20AND %20TYP 
ES%20OF%20INT ERNET %20SUB SCRIP TIONS %20IN%20
HOU SEHOL D&g=04000 00US3 7,37.05000 0&hideP revie 
w=true&tid=ACSDT 1Y2018.B28002>. Accessed May 22, 2020.

 31. U.S. Department of Health and Human Services, Office for Civil 
Rights. Guidance regarding methods for deidentification of pro-
tected health information in accordance with the Health Insurance 
Portability and Accountability Act (HIPAA) Privacy Rule. 2012 
https://www.hhs.gov/sites/ defau lt/files/ ocr/priva cy/hipaa/ under 
stand ing/cover edent ities/ De-ident ifica tion/hhs_deid_guida nce.
pdf. Accessed May 22, 2020.

 32. ESRI. ArcGIS (Version 10.7, Computer software). Redlands, CA: 
Environmental Systems Research Institute; 2019.

 33. Dusetzina SB, Tyree S, Meyer A-M, Meyer A, Green L, Carpenter 
WR. Linking data for health services research: a framework and 
instructional guide (AHRQ Publication No. 14-EHC033-EF). 
Agency for Healthcare Research and Quality, Rockville, MD, 
USA, 2014. https://www.ncbi.nlm.nih.gov/books/ NBK25 3313/
pdf/Books helf_NBK25 3313.pdf. Accessed February 3, 2020.

 34. Kaufman L, Rousseeuw PJ. Finding Groups in Data: An 
Introduction to Cluster Analysis. New York, NY: Wiley; 1990.

 35. Gehtland L, Duparc MRP, Dreisbach CN, Peay H. Early Check: 
linkage of prenatal permissions with newborn screening data using 
a probabilistic “fuzzy” matching algorithm. Poster session pre-
sented at 4th ELSI Congress, Genomics and Society: Expanding 
the ELSI, Farmington, CT, 2017.

 36. Moss JL, Stinchcomb DG, Yu M. Providing higher resolution in-
dicators of rurality in the Surveillance, Epidemiology, and End 
Results (SEER) database: implications for patient privacy and re-
search. Cancer Epidemiol Biomarkers Prev. 2019;28:1409-1416.

 37. Office of Management and Budget. Revisions to the standards 
for the classification of Federal data on race and ethnicity. 1997 
https://www.govin fo.gov/conte nt/pkg/FR-1997-10-30/pdf/97-
28653.pdf. Accessed May 22, 2020.

 38. N.C. Department of Health and Human Services. NC fertility 
rates: females ages 15-44 by race/ethnicity, perinatal care regions, 
and county of residence. 2018 https://schs.dph.ncdhhs.gov/data/
vital/ pregn ancie s/2018/fert1 544.pdf. Accessed May 22, 2020.

 39. Elliott MN, Morrison PA, Fremont A, McCaffrey DF, Pantoja P, 
Lurie N. Using the Census Bureau’s surname list to improve es-
timates of race/ethnicity and associated disparities. Health Serv 
Outcomes Res Methodol. 2009;9:69-83.

 40. Kuritz SJ, Landis JR, Koch GG. A general overview of Mantel-
Haenszel methods: applications and recent developments. Annu 
Rev Public Health. 1988;9:123-160.

 41. StataCorp. Stata Statistical Software (Release 16, Computer pro-
gram). College Station, TX: StataCorp LP; 2019.

SUPPORTING INFORMATION
Additional supporting information may be found online in 
the Supporting Information section.

How to cite this article: Paquin RS, Lewis MA, Harper 
BA, et al. Outreach to new mothers through direct mail 
and email: recruitment in the Early Check research 
study. Clin Transl Sci. 2021;14:880–889. https://doi.
org/10.1111/cts.12950

https://data.census.gov/cedsci/table?q=B28002%3A PRESENCE AND TYPES OF INTERNET SUBSCRIPTIONS IN HOUSEHOLD&g=0400000US37,37.050000&hidePreview=true&tid=ACSDT1Y2018.B28002
https://data.census.gov/cedsci/table?q=B28002%3A PRESENCE AND TYPES OF INTERNET SUBSCRIPTIONS IN HOUSEHOLD&g=0400000US37,37.050000&hidePreview=true&tid=ACSDT1Y2018.B28002
https://data.census.gov/cedsci/table?q=B28002%3A PRESENCE AND TYPES OF INTERNET SUBSCRIPTIONS IN HOUSEHOLD&g=0400000US37,37.050000&hidePreview=true&tid=ACSDT1Y2018.B28002
https://data.census.gov/cedsci/table?q=B28002%3A PRESENCE AND TYPES OF INTERNET SUBSCRIPTIONS IN HOUSEHOLD&g=0400000US37,37.050000&hidePreview=true&tid=ACSDT1Y2018.B28002
https://data.census.gov/cedsci/table?q=B28002%3A PRESENCE AND TYPES OF INTERNET SUBSCRIPTIONS IN HOUSEHOLD&g=0400000US37,37.050000&hidePreview=true&tid=ACSDT1Y2018.B28002
https://www.hhs.gov/sites/default/files/ocr/privacy/hipaa/understanding/coveredentities/De-identification/hhs_deid_guidance.pdf
https://www.hhs.gov/sites/default/files/ocr/privacy/hipaa/understanding/coveredentities/De-identification/hhs_deid_guidance.pdf
https://www.hhs.gov/sites/default/files/ocr/privacy/hipaa/understanding/coveredentities/De-identification/hhs_deid_guidance.pdf
https://www.ncbi.nlm.nih.gov/books/NBK253313/pdf/Bookshelf_NBK253313.pdf
https://www.ncbi.nlm.nih.gov/books/NBK253313/pdf/Bookshelf_NBK253313.pdf
https://www.govinfo.gov/content/pkg/FR-1997-10-30/pdf/97-28653.pdf
https://www.govinfo.gov/content/pkg/FR-1997-10-30/pdf/97-28653.pdf
https://schs.dph.ncdhhs.gov/data/vital/pregnancies/2018/fert1544.pdf
https://schs.dph.ncdhhs.gov/data/vital/pregnancies/2018/fert1544.pdf
https://doi.org/10.1111/cts.12950

